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I po not propose in this paper, to consider either the causation or 
prevention of obstetric rupture of the uterus, but only the treatment 
of this accident. It appears to me that the subject is too wide to be 
profitably discussed in all its bearings on a single occasion. I accept 
the current classification of the varieties of rupture as complete, 
i.€., opening up the peritoneal cavity, and incomplete, i.e., not 
involving the peritoneum; and I also recognise that in the majority 
of cases the injury to the uterus is accompanied by colporrhexis, 1.e., 
laceration of the vaginal vault. 

The last occasion upon which the treatment of rupture of the 
uterus was discussed in this Society was in January 1900, when the 
subject was introduced by our present President, Dr. H. R. Spencer. 
It will be convenient to begin with a brief resumé of the general 
course of the discussion upon that occasion. 

Dr. Spencer related four cases of rupture of the uterus treated 
by packing the rent with iodoform gauze; all recovered, and the 
author stated that they were the only cases which he had ever 
known to recover from this accident. Two were cases of incomplete 
rupture of only moderate severity, the description being in each that 
“the half hand could be passed into the broad ligament.” The 
other two were cases of complete rupture of the most severe and 
dangerous kind, accompanied with free intra-peritoneal bleeding. 
They were treated by evacuating the effused blood from the peri- 
toneal cavity per vaginam, clots being removed with the hand 
passed through the tear, and the remainder expressed by abdominal 
manipulation and pressure through a tube passed through the rent 
in the same way. Finally the rent was packed per vaginam with 
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iodoform gauze. Speaking to the general subject Dr. Spencer recom- 
mended that all cases of incomplete, and most cases of complete, 
rupture of the uterus should be treated by packing; he considered 
hysterectomy hardly ever necessary, and when required preferred 
the vaginal to the abdominal method; in some cases, which he did 
not define, he thought abdominal section with suture of the rent and 
cleansing of the peritoneum might be carried out. Subsequent 
speakers were in general agreement with Dr. Spencer; all condemned 
the removal of the uterus except in certain undefined circumstances, 
and preferred packing or drainage. None but Dr. Spencer appeared 
to have practised evacuation of the effused blood through the rent in 
the manner described. 

This discussion may, I suppose, be accepted as representing the 
current opinion among obstetric teachers in London at that time. 

A year after this discussion (1901) Varnier, of the Clinique 
Baudelocque in Paris read a paper on the same subject at the 
French Congress of Gynecology and Obstetrics. He related 23 cases 
of rupture of the uterus which had come under his notice between 
1885 and 1901. From 1885 to 1897, 11 cases occurred, all of which 
were treated by what he called obstetrical methods, 7.e., packing, 
douching, ete.; 10 of these cases were fatal. This appalling loss of 
life convinced Varnier that the treatment was wrong, and he decided 
forthwith to abandon it, and treat all cases which he might meet 
with in future by immediate surgical intervention. Between 1897 
and 1901, 12 further cases occurred. He explained that the 
abdominal cliniques in Paris were not at that time fitted up for 
abdominal operations and, consequently, when a case of rupture came 
in, a good deal of delay often occurred before the necessary prepara- 
tions for operation could be made. In this way six of the twelve 
cases died before an operation could be carried out. In the other 
six cases abdominal hysterectomy was performed as speedily as 
possible, and of these cases three recovered. With this result 
Varnier was more than content. 

Generally speaking, he insisted upon the necessity of an immediate 
abdominal section for exploratory purposes in all severe cases of 
uterine rupture, whether complete or incomplete. He questioned 
the practical utility of the orthodox division into complete and 
incomplete rupture, remarked upon the difficulty in many cases of 
being sure whether the hand when passed per vaginam was in the 
peritoneal cavity or not; he further insisted upon the grave risks 
attending extensive subperitoneal lacerations. He favoured removal 
of the uterus rather than suture, firstly as a precaution against 
sepsis, and secondly because he believed that a ruptured uterus which 
healed up could never be trusted in a subsequent pregnancy. He 
says: “When a woman, in attempting to reproduce the species, 
has ruptured her uterus and escaped with her life, she should be 
invalided from the service, for it is not with cripples that an army 
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takes the field.” In this connection he mentioned 15 cases of rupture 
of the uterus which had recovered, and in which pregnancy subse- 
quently occurred. In five of them rupture again took place, and 
three proved fatal. 

There is no doubt that upon this question Varnier was in advance 
of his day; so far as I can find he was the first obstetric teacher of 
repute who boldly advocated that surgical intervention should be 
freely resorted to in the treatment of uterine rupture. 

I well remember the comfortable impression made upon my mind 
by Dr. Spencer’s experience, and in consequence of it I remained 
prepossessed in favour of packing until a case of ruptured uterus 
came under my own notice which convinced me that the treatment 
was unsuitable for cases of severe rupture. This case was the 
following. 


Caset. M.S., age 29. II-gravida. Labour, which was at term, 
commenced 2 a.m. January 22nd 1905, and the doctor was first called 
to the case at 2p.m. Being unable to diagnose the presentation 
he obtained the assistance of a colleague, who came at 4p.m., and 
found the uterus acting powerfully, the os the size of a crown piece, 
the membranes unruptured, the presentation transverse with the head 
on the right side and a limb presenting in the bag of waters. - Being 
able to reach the sacral promontory with ease he thought there 
was some pelvic contraction. Subsequent measurement, however, 
showed that the pelvis was normal. Nothing was done at the time, 
and labour was allowed to proceed till 7 p.m., when he found the os 
fully dilated, the membranes ruptured, and an arm prolapsed into 
the vagina. At 7-45 an anesthetic was given with the object of 
performing internal version. On pushing up the presenting shoulder 
hemorrhage began, and it was thought that part of the placenta 
had become detached; no difficulty, however, was experienced 
in introducing the hand or in turning the child, but the 
operation was hurried somewhat on account of the rather free 
bleeding. . There was a little difficulty in delivering the head and 
arms which had become extended. After delivery (8 p.m.) the 
hemorrhage ceased and the uterus retracted well. The child was 
dead. For an hour or more the placenta did not appear, though the 
patient seemed well, there was no external bleeding and the pulse 
was under 100. After several attempts bad been made to express, 
she became pale and restless and complained of abdominal pain; 
although the uterus was well retracted all attempts to express the 
placenta failed. I was then sent for, and saw the patient at 10 p.m., 
two hours after delivery. 

She was restless and breathing rapidly; pulse 120, temperature 
962° (mouth). The uterus, completely retracted and obviously 
empty, could be felt on the right side of the abdomen at the usual 
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level, the left flank was dull on percussion, but there was little 
abdominal tenderness. Per vaginam, posteriorly on the left side of 
the vaginal wall in its upper third, a deep tear was felt which 
extended into the cervix, and through this rent the umbilical cord 
passed. It was clear that the placenta had escaped from the uterus, 
and a little chloroform was accordingly given to allow of complete 
exploration. The fingers were then passed into the uterine cavity 
and found it empty; on following up the cord the rent could be 
traced high up the lateral wall of the uterus. The placenta, together 
with a good deal of blood-clot, was found lying among coils of 
intestine. With the aid of gentle traction on the cord, the placenta 
was delivered through the rent. A great deal of blood-clot came 
away with it. A long glass tube was then passed through the rent 
and the peritoneal cavity flushed with several pints of warm weak 
lysol solution—no boiled water being available. An attempt was 
then made to plug the rent with iodoform gauze but, owing to the 
absence of any resistance, the gauze simply passed into the peritoneal 
cavity without exerting any compression upon the sides of the tear. 
By this time the patient’s condition was bad—pulse 140-150, but the 
uterus remained well retracted. She was therefore wrapped up in 
hot blankets, a pint of saline solution was administered by the 
rectum and strychnine hypodermically, and she was then removed by 
ambulance with as little delay as possible to Charing Cross Hospital. 
On admission her temperature was 97°, pulse 128, respiration 32,—a 
considerable improvement in her condition had therefore taken place. 
During the night, however, the pulse-rate increased somewhat, 
although there was no sign of leakage of blood from the vagina; 
saline solution was twice infused into the median basilic vein and her 
general condition remained fairly good. I saw her again at 9 am. on 
the following morning; her pulse was then 135, temperature 96°4°. 
The uterus was well retracted, there was a large area of impaired 
resonance on the left side, which shifted slowly on change of 
posture, and within the last half hour a distinct ooze of fresh blood 
had occurred through the vaginal packing. It was clear that 
hemorrhage had recurred, so I decided at once to open the abdomen, 
as the quickest means of establishing control of the bleeding. 

The operation took place 14 hours after delivery. On drawing 
the uterus out of the abdominal incision a great deal of free blood 
was found in the peritoneal cavity and a linear rent about three 
inches long was seen in the anterior wall of the broad ligament; in 
the posterior wall was another wide deep tear, and a good deal of 
blood-clot lay between the layers of the broad ligament. Through 
the latter rent a finger was passed, and the presence of an extensive 
laceration in the posterolateral wall of the uterus detected which 
ran from near the insertion of the Fallopian tube along the whole 
length of the uterine body and cervix, and into the left lateral vaginal. 
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wall. It was probably through the large rent in the posterior wall of 
the broad ligament that the placenta had passed into the peritoneal 
cavity. It was also obvious that such an extensive injury could not 
be repaired, and it was at once decided that the uterus must be 
removed. The gauze was lying loosely between the retracted, widely 
gaping edges of the uterine rent, and exerting no compression 
whatever upon the bleeding points. Several venous sinuses in the 
torn wall were oozing freely, but there were no arteries bleeding. 
The uterus was removed by supravaginal amputation, and after the 
abdomen had been closed, the rents in the portio vaginalis and left 
vaginal wall were plugged per vaginam so as to arrest any possible 
oozing from these surfaces. The patient’s condition was very bad 
after the operation, and for nearly 24 hours there was little improve- 
ment. She then began to rally and ultimately made an uninterrupted 
recovery. 

The probable course of events in this case was that an incomplete 
rupture into the left broad ligament occurred during version, for 
though easy, it was accompanied by rather free bleeding. The 
patient’s condition was not at first alarming, but subsequently the 
rent was made a complete one by unsuccessful attempts to express 
the placenta. Free intraperitoneal bleeding now took place, and the 
patient’s condition became grave. 

The operation afforded the clearest possible demonstration of the 
futility of attempting to arrest hemorrhage from a complete 
laceration of the uterus by packing it from below with gauze. The 
gauze simply passed through the tear into the peritoneal cavity 
leaving the bleeding points on the separated and retracted edges 
absolutely uncontrolled. Naturally packing cannot control bleeding 
unless some counter pressure on the part of the tissues can be 
obtained and in complete rupture this is impracticable. 

Another lesson, though it is an old one, which I felt this case 
enforced, was that it is never too late to operate for internal 
hemorrhage. Although hemorrhage had been going on more or less 
for fourteen hours, and venous transfusion had been three times 
practised, effective control of the bleeding was successful in saving 
her life. Since this case I have preferred abdominal hysterectomy 
for rupture in two other cases which I will now mention. 


CasEm. M.S., aged 33, a quintipara, was admitted in labour to 
Queen Charlotte’s Hospital on April 10th 1908; she had had slight 
pains for about 12 hours. Her previous obstetric history had been 
somewhat chequered. The first and second confinements terminated 
naturally. In 1903 she underwent the operation of ventrofixation 
for prolapse, and in 1905 her third labour occurred ; it was prolonged 
and was terminated with forceps, but the child survived. In 
January 1907 she was again operated upon, this time for ruptured 
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tubal gestation on the right side. In the following July, the present 
(5th) pregnancy began. The abdomen was pendulous, and there was 
a moderate degree of pelvic contraction, the true conjugate being 
estimated at +3} inches, and the contraction due to flattening. 
The head was not engaged in the brim, but resting upon the sacral 
promontory. The cervix was unusually high up, fully dilated, but 
as the membranes were unruptured and as the pains had ceased for 
the time no interference was practised. After waiting for 24 hours, 
some feeble pains occurred, and upon my advice the Resident Medical 
Officer then ruptured the membranes and delivered the child by 
version. The operation was difficult, and both arms as well as the 
head became extended; it was delivered alive, but the heart was 
very feeble and all attempts to start respiration failed. It weighed 
9 Ibs. 33 ozs. 

After waiting an hour for the placenta the R.M.O. introduced 
his hand, and found a large tear in the upper part of the vagina 
and cervix through which the cord passed. Along the cord the 
finger passed into the peritoneal cavity and the placenta was with- 
drawn along with a good deal of blood-clot. The patient’s condition 
was not alarming, but there was a good deal of shock, and her pulse- 
rate was 120. At about 2p.m., an hour after the delivery of the 
placenta, I saw her and under anesthesia made out the presence of 
a large rent beginning in the right posterolateral vaginal wall 
involving the cervix, and passing directly into the peritoneal cavity. 
There was no prolapse of intestine; the uterus was well retracted 
and its cavity empty. I decided to open the abdomen immediately, 
and as preparations for the operation had been already made it was 
begun forthwith. 

On opening the peritoneal cavity we first encountered a strong 
band of adhesion between the upper part of the anterior uterine wall 
just below the fundus, and the abdominal parietes. This was 
divided and the uterus drawn out. Another extensive area of 
adhesion was found low down on the right side in the position of 
the right appendages and no doubt attributable to the previous 
operation for extra-uterine gestation. There was not a large amount 
of free blood in the peritoneal cavity. An extensive laceration about 
5 inches in length was then found in the posterior layer of the left 
broad ligament; passing the finger through this laceration I found 
a ragged tear of similar extent, beginning in the lower part of the 
body of the uterus and extending through the cervix into the 
vaginal wall. The uterus was now rapidly removed by supravaginal 
amputation by clamping and dividing the broad ligaments; the 
peritoneum was partly closed over the stump and a gauze drain 
passed through the torn side of the cervix into the vagina. Venous 
transfusion was practised during the operation, and in addition two 
pints of saline were poured into the peritoneal cavity before the 
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abdominal wound was closed. At the end of the operation the 
patient’s condition was much worse than at its commencement, the 
pulse being very rapid and difficult to count. She passed a bad 
night, and though better by the next morning her pulse-rate was 
still 140; within 24 hours, however, she began to improve; the 
following day her pulse-rate had fallen to 116, and thereafter she 
made a good recovery, the abdominal wound healing by first 
intention. The gauze drain was removed per vaginam on the fourth 
day. 


Case 1. E.W., age 25. II-gravida. The first labour was 
normal, and she was attended by a midwife. Her second labour 
began on the night of January 17th 1909. Throughout the 18th she 
had some irregular pains at intervals, and at 8 p.m. she was visited 
at her house by the Resident Obstetric Officer of Charing Cross 
Hospital, who noted that the presentation was a vertex, the head above 
the brim, the os about the size of half-a-crown, and the membranes 
intact. The foetal heart was heard to the left of the middle line. On 
the morning of the 19th the head had come down into the brim, the 
os was nearly fully dilated, and the membranes were still unruptrued, 
but the pains were feeble and irregular. At about 4 p.m. the mem- 
branes ruptured, and at 5-30 p.m. strong and regular pains set in, and 
the student in charge found the head descending well into the pelvic 
cavity. Strong labour pains continued for about three hours, when 
the patient became sick, and for a quarter of an hour she was 
vomiting and retching violently. Immediately after this she became 
pale and exhausted, the pulse-rate ran up to 100; some large clots 
escaped from the vagina, and on examination the student was now 
unable to feel the child’s head at all, although the last time he’ 
examined he thought it was nearly down to the perineum. He 
accordingly sent for the Resident Obstetric Officer, who arrived at 
9-45 pm. He found the patient collapsed, pulse-rate 110; the 
abdomen was rigid and tender; on examination several clots were 
found in the vagina, but the head could not be felt. 


I saw the patient myself about 10-15p.m. Her pulse-rate was 
then 140. The abdominal wall was rigid and tender, rendering 
palpation difficult. On the right side was a softish mass extending 
well above the umbilicus, which I took to be the body of the uterus; 
the foetus lay to the left of this with the head below. The limbs 
could not be felt; the trunk was immovable, and could not be 
separated from the uterus. On introducing the hand into the 
vagina it passed into the empty uterine cavity lying to the right; 
the foetal head lay in what appeared to be an extension of the uterine 
cavity to the left. The fingers passed easily around and above it, 
and as no coils of intestine or slippery peritoneal surfaces could be 
felt, it was concluded that the foetus had passed into the left broad 
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ligament, the rupture being extraperitoneal. The feet lay just 
above the head, and the child was delivered by podalic version, a 
little difficulty being experienced in extracting the head through 
the brim (true conjugate 3} inches). It was dead and weighed 73 lbs. 
The placenta was found still attached to the uterus, and was removed. 
On re-introducing the hand it passed through a large rent in the left 
antero-lateral part of the vagina and cervix into the peritoneal 
cavity, and a good deal of blood-clot was felt among the coils of 
intestine. There was not much external hemorrhage. 

After delivery the patient’s condition improved a good deal, and 
arrangements were made for transferring her to the Hospital but, 
owing to delay in obtaining an ambulance, it was about one and a 
half hours later before she was admitted. Her condition was then 
worse; there was extreme pallor, the pulse-rate was 140, and the 
whole of the left side of the abdomen was dull on percussion. I 
thought there was no doubt that fresh internal bleeding had occurred 
while she was being moved, and I therefore decided to open the 
abdomen at once (three hours after delivery). 

On pulling the uterus out of the abdomen, the injury was seen to 
be very extensive. The left broad ligament was torn transversely on 
its anterior aspect from the uterine border right out to the pelvic 
wall, so as to involve the infundibulopelvic fold; the ovarian artery 
was torn and had retracted beneath the peritoneum on the pelvic 
brim, but was not bleeding much. An extensive subperitoneal 
hemorrhage had formed anteriorly between the uterus and the 
bladder crossing the middle line over to the right side. Posteriorly 
there was no subperitoneal bleeding, but there was about a pint of 
free blood in the peritoneal cavity. The uterus was removed as 
rapidly as possible by supravaginal amputation, some difficulty 
being found in securing the retracted ovarian arery. The right 
ovary was not removed. 

After amputating the uterus no further bleeding points could be 
seen; the peritoneal membrane was sewn partially over, drainage 
with gauze being provided into the vagina; venous transfusion 
was made during the operation, and afterwards the abdomen was 
filled with hot saline solution. The patient’s condition at the close 
was very serious, and the pulse almost uncountable. In two or 
three hours, however, her condition had improved greatly, the 
pulse-rate had fallen to 110, and she dozed until early morning. 
About 6a.m. she became restless, and the pulse grew more rapid 
and feeble. Strychnine was given hypodermically, and two pints of 
saline were injected into the rectum. She improved again, but two 
hours later complained of severe pain in her chest and died rather 
suddenly. 

The autopsy showed the cause of death to be recurrent 
hemorrhage. Several ounces of deeply blood-stained fluid were 
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found in the peritoneal cavity. A good deal of sub-peritoneal 
hemorrhage was found anteriorly and to the left side, and the source 
of this bleeding was traced to a deep laceration of the posterior wall 
of the bladder extending through the muscular coat, but not includ- 
ing the mucosa; this injury had been overlooked at the operation. 

I think that I am myself to some extent to blame for the 
unfortunate termination of this case. If I had discovered and sewn 
up the tear in the bladder I see no reason whatever why this patient 
should not have recovered. Or if I had packed the laceration per 
vaginam after closing the abdominal wound, as in my first case, the 
hgemorrhage from the torn bladder might have been controlled. 
But a small amount of recurrent bleeding is of course enough to turn 
the scale in cases as serious as this. She rallied surprisingly well 
from the operation, and had no further hemorrhage occurred I 


think she had quite as good a chance of recovery as the other two 
cases. 


All three of these cases present points of interest in regard to 
the causation of the rupture, but to these points I do not refer, as 
this paper is intended to deal only with treatment. 

Cases i and ii were obviously examples of what the Germans call 
violent rupture. Case iii was an example of spontaneous rupture 
towards the end of the second stage of labour. The uterine tissue is 
being carefully examined, and I hope at some other time to present 
a report to the Society upon this point. 


In considering the general question of the operative treatment 
of rupture of the uterus, it will be convenient first to review briefly 
the nature of the risks associated with this accident. The risks are 
three in number, viz., shock, hemorrhage and sepsis. 

The amount of shock produced by an extensive laceration, 
whether complete or incomplete, is always severe, and when 
associated with free bleeding it becomes profound, and in my 
experience is only equalled in cases of intraperitoneal flooding from 
ruptured extra-uterine gestation. But I do not believe that in these 
cases shock of itself is fatal; it is true that death from rupture may 
occur in a few hours, but in such cases hemorrhage, not shock, is the 
immediate cause of death. The arterial spasm and depression of 
circulation produced by shock, are probably of service in temporarily 
arresting bleeding from torn vessels. An improvement in the general 
condition of the patient, due to the subsidence of shock, may then 
give place to relapse from recurrent bleeding, and this improvement 
followed by deterioration of the general condition, is an important 
indication of the recurrence of internal bleeding. I noticed it in 
two of my cases and found it an important aid to the diagnosis of 
internal hemorrhage. 
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Hemorrhage and sepsis are, however, much more formidable 
risks than shock. 

The frequency with which serious bleeding occurs in rupture of 
the uterus has, I believe, been a good deal underestimated. It is 
difficult to obtain precise statistical information upon this point, 
because in so many cases that recover mention of the amount of 
hemorrhage is not made. But a good deal of information is now 
at hand with regard to the proportion of fatal cases due to 
hemorrhage, and of operated cases in which severe bleeding was 
found. 

A word or two must be said upon the sources from which the 
figures which follow have been obtained. In 1901 Klien of Dresden 
published a critical article on uterine rupture of a most elaborate 
and painstaking character; he succeeded in collating clinical reports 
of 381 cases from medical literature, most of which were, of course, 
isolated instances published by individual observers. These he grouped 
and classified from the point of view of causation, variety, symptoms, 
treatment, etc., and drew from his study a number of conclusions 
upon various points. With regard to treatment, it may be said in 
brief that he considered the mortality of operative interference too 
high to justify its extended application, while in regard to 
conservative treatment he totally condemned packing, and strongly 
recommended vaginal drainage with large rubber tubes passed 
through the rent. This paper excited considerable attention on the 
Continent, and in 1903 it was severely criticized by Kolomenkin of 
Moscow; from a re-consideration of Klien’s cases this writer drew a 
conclusion quite opposed to that of Klien, viz., that operative treat- 
ment was much more favourable than conservative treatment. 
Again in 1905 Eversmann of Bonn, subjected Klien’s cases to further 
review, and maintained that packing, which Klien entirely con- 
demned, was far more successful than any other method applied 
properly. 

These circumstances make the onlooker rather shy of Klien’s 
cases and percentages. Kolomenkin advanced a view which I think 
is quite sound, that in considering the question of treatment, large 
numbers of isolated cases treated indiscriminately by skilled and 
unskilled persons, and amid surroundings favourable and unfavour- 
able, are unreliable; only cases in series from lying-in institutions, 
treated by men of repute, and under favourable conditions, can 
really be relied upon. Fortunately we now have a considerable 
number of these series of cases, and I shall endeavour to make use 
of them exclusively in considering such points as percentages of 
mortality and recovery. 

To return now to the question of the frequency of severe bleeding 
in rupture of the uterus. 

Ivanoff in a series of 124 cases occurring in the Moscow Maternity 
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found that in 53 cases, 1.e., 42°8 per cent., hemorrhage proved fatal. 
Draghiesco and Cristéanu have reported 77 cases from the Maternity 
of Bucharest in which 24 per cent. of the mortality was due to 
hemorrhage alone. In Munro Kerr’s 14 personal cases there was 
serious hemorrhage in 3, 2.e., 21°4 per cent., and in Kolomenkin’s 
5 cases operated on recently at the Alt-Katharinenspital in Moscow 
in 4, 1.e.,, 88 per cent., a large amount of internal bleeding was 
found. In my own experience of 10 cases (not all under my own 
care) there was severe hemorrhage in 4, 1.e., 40 per cent. The 
percentages of mortality of course do not include cases in which 
there was considerable but not fatal hemorrhage, and in which death 
subsequently occurred from sepsis plus the constitutional effects of 
hemorrhage; and in addition there are cases which recovered, in 
which considerable bleeding may have taken place. 

I think it is not unfair to conclude that dangerous hemorrhage 
occurs in over 40 per cent. of cases of severe rupture of the uterus, 
and in this connection it must be borne in mind that a degree of 
hemorrhage which alone would not imperil life, when superadded to 
severe shock may well prove fatal. 

The risks of hemorrhage, though greater in complete than in 
incomplete rupture, are common to both varieties. Serious external 
bleeding seldom occurs in complete rupture, but is not uncommon in 
the incomplete variety ; but the real risk in both is internal bleeding. 
When the fetus or placenta has escaped from the uterus, a con- 
siderable amount of blood is commonly found in the peritoneal 
cavity, and most of this no doubt comer from the placental site, 
and is soon controlled by uterine retraction which is usually efficient 
in these cases. But one is struck, in reading accounts of laparotomy. 
for uterine rupture by the frequency with which the operator has 
encountered spurting vessels or free oozing from the lacerated 
tissues; in two of my three cases active bleeding of this kind was 
going on. The only writer I have found to dispute this view of the 
hemorrhage is Eversmann, who attributes it entirely to atony of the 
uterus, arguing that if the uterus is properly retracted hemorrhage 
can no more occur from a laceration than from the placental site. 
When operators find active bleeding going on, he attributes this to 
relaxation of the uterus under the influence of the anesthetic. 
This writer has forgotten that in Cesarean section a degree of 
retraction which is sufficient to arrest bleeding from the placental 
site, will not control divided vessels in the incision; it is 
the suture of the Caesarean wound which arrests bleeding, not 
uterine retraction; and direct control of hemorrhage is almost as 
necessary in rupture as in Cesarean section. Eversmann also ignores 
entirely the possibility of bleeding coming from the extra-uterine 
vessels. It is practically the universal experience that after delivery 
or after escape of the foetus into the peritoneal cavity, a ruptured 
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uterus retracts efficiently, and I think that Eversmann’s view may 
be dismissed from further consideration. In incomplete ruptnre 
the internal bleeding is of course sub-peritoneal. Many cases of this 
kind are on record. Klien mentions 30 such cases in his series, and 
70 per cent. of them proved fatal; in one of these the blood had 
tracked up to the kidney. Mathieson in 1889 recorded a case in 
which death occurred on the 14th day, and at the autopsy a retro- 
peritoneal hemorrhage extending from the brim of the pelvis to the 
diaphragm was found. In my third case a considerable sub- 
peritoneal hemorrhage formed in front of the uterus in two or three 
hours. 

The bleeding which immediately follows the rupture usually 
ceases spontaneously, as Munro Kerr has recently pointed out, 
although Varnier has recorded a case which terminated fatally in 
15 minutes, and at the autopsy the tear was found to have involved 
the placental site. But if the patient survives the primary 
hemorrhage, there remains the risk of recurrence when the shock 
produced by the injury has passed off, and the force of the circulation 
is regained. Clearly the risks of recurrent bleeding will also be 
increased by manipulations practised for delivering the child or 
placenta per vaginam, or simply for exploration, and also by the 
necessary transportation of the patient from her home to the 
Hospital. This point is well illustrated by Ivanoff’s figures, for he 
showed that the great majority of deaths from hemorrhage occurred 
not immediately but within from two to twelve hours after rupture, 
a.e., after repeated hemorrhages or continuous oozing had occurred. 

From these considerations two points become clear—(1) that the 
necessity of establishing control of hemorrhage from the laceration 
must be encountered in a large proportion of cases of rupture of the 
uterus; (2) the severe shock which is always present complicates the 
situation by rendering the diagnosis of hemorrhage obscure, and 
also by greatly increasing the gravity of operative interference 
undertaken for controlling it. 

There remains the third risk of sepsis, and about this only a word 
or two need be said. In all probability most of the cases which 
come under our notice in Hospital practice have been already 
infected. Almost invariably the labour has been prolonged and 
difficult, and repeated attempts, sometimes unsuccessful, have often 
been made to deliver by some obstetric method. But if not actually 
infected at the time, the presence of an extensive laceration opening 
up direct communication between the vagina on the one side and the 
peritoneal cavity or the pelvic cellular tissue on the other hand, 
renders a lying-in woman’s position one of the gravest possible 
danger. Many deaths occur from acute uterine septicemia, many 
from acute peritonitis, alike in complete and incomplete rupture. 
It is highly probable that infection even of a mild type would prove 
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fatal to a woman whose power of resistance has been already reduced 
by shock and hemorrhage following upon a prolonged labour. 

The proportion of cases which succumb to septic infection is 
variously estimated from 37 per cent. by Kolomenkin, to 74 per cent. 
by Draghiesco and Cristéanu; probably we may with safety say 
that 50 per cent. of the total mortality is due to this cause. 
TREATMENT. 


The treatment of uterine rupture must then be governed by the 
necessity of meeting the immediate risks of shock and hemorrhage, 
and the subsequent risk of sepsis. An injury so severe as this must 
lead to a high mortality, no matter what line of treatment is 
adopted; the general mortality of cases treated in Hospital is 
L estimated by Ivanoff at 81°75 per cent. and by Draghiesco and 
Cristéanu at 70 per cent., by Lobenstein at 73 per cent. and by 

von Walla at 64 per cent. Munro Kerr has recently expressed the 
opinion that it is not more than 50 per cent. to 60 per cent., but 
this is probably too low. It appears that even in large numbers of 
cases there is not much difference in mortality between complete and 
incomplete rupture, the figures being from 5 per cent. to 10 per cent. 
higher in the former. It must be remembered that many deaths 
occur within a few minutes after rupture or delivery; and in such 
cases it is probable that nothing could have averted a fatal issue. 
Statistics of operative results must accordingly be judged in the 
light of the grave risks inseparable from the accident. ey, 
Expectant or non-operative treatment has been shown by 
experience to be attended by a high mortality when applied to cases 
of all degrees of severity. Munro Kerr estimates the mortality | 
attending this method at 90 per cent.; Lobenstein at 92 per cent.; 
Kolomenkin at 61 per cent.; von Walla at 60 per cent. Varnier in’ 
1902 reported 11 cases with 10 deaths. The truth appears to be that 
while suitable and successful in cases of slight or moderate severity, : 
it is quite unsuitable for severe cases whether complete or incomplete. 
When only the lower part of the broad ligament has been laid open 
by a laceration of the vaginal vault and cervix or lower segment, 
large enough to admit the fingers, conservative treatment will 
‘ usually meet the requirements of the case. I regard two of the cases 
recorded by the President in 1900 as typical of this class, and I 
quite agree that if the cavity is douched with an antiseptic and then 
packed with gauze, or even simply drained with a large rubber tube, 
the patient has an excellent chance of recovery. Unless there is 
progressive bleeding I think drainage only should be preferred, as 
tight packing by retaining discharges, may favour the occurrence of 
sepsis. 
In severe cases of rupture is appears to me that expectant treat- 
ment is quite unsuitable, and cannot be expected to yield good 
results. 
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It must be remembered with regard to plugging with gauze that 
nothing like the favourable results obtained by Dr. Spencer and 
other speakers at the 1900 discussion have been met with generally. 
Klien has collated 65 cases treated in this way and 52 per cent. of 
them died, and further, the results were very nearly as bad in 
incomplete as in complete rupture (50 per cent. and 56 per cent. 
respectively). The failure of this method when employed to control 
bleeding is shown by the fact that in 22 cases (both complete and 
incomplete) of severe bleeding thus treated 15, 1.e., 68 per cent., 
died. So deeply was Klien impressed with the unfavourable results 
of this method that with a vehemence rare in the scientific Teutonic 
mind he exclaims: “ Also! fort mit der Gaze aus der Behandlung 
der Uterusruptur!” This opinion is by no means unsupported by 
others, for more recently Lobenstein has recorded 14 cases of rupture 
treated by plugging in the Lying-in Hospital of New York with a 
mortality of 92 per cent. Draghiesco and Cristéanu recorded 6 cases, 
5 of which proved fatal (83 per cent.). 

For all practical purposes an extensive sub-peritoneal laceration 
opening up the entire broad ligament and large enough say to admit 
the whole hand, is quite as formidable as a laceration laying open 
the peritoneal cavity. It may be accompanied by dangerous 
hemorrhage, either external or concealed, or sub-peritoneal; and in 
addition the risks attending septic infection of pelvic cellular tissue 
in these cases are little less than of the peritoneum, for autopsy has 
shown that death from acute peritonitis after incomplete rupture is 
by no means uncommon. To these considerations must be added the 
further one that great difficulty often exists in deciding whether a 
large laceration has opened the peritoneum or not, a difficulty which 
has been encountered and remarked upon by a number of observers. 
These reasons I think justify us in grouping all extensive lacerations 
together, whether they are complete or incomplete. In such cases 
I believe that abdominal section offers the patient the best chance 
of recovery, for the immediate necessity is to expose fully the site 
of the injury, in order to control bleeding efficiently. It is 
immaterial from the point of view of treatment whether the fetus 
has escaped into the peritoneal cavity or not; in this case the 
necessity of opening the abdomen is obvious, but in my belief it is 
really the existence of a tear large enough to permit the escape of the 
foetus, which necessitates abdominal section. In these cases I regard 
expectant treatment, such as plugging the rent with gauze per. 
vaginam, as being absolutely unreliable. It cannot possibly control 
the bleeding efficiently in complete rupture; when the rupture is 
incomplete it may do so in some cases, but will certainly fail if 
laceration and retraction of vessels of considerable size has occurred. 
And further, if tight packing is employed it must be borne in mind 
that this will retard instead of promoting that free drainage which 
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is absolutely essential as a precaution against sepsis. Loose packing 
will not control bleeding, tight packing favours sepsis. And it must 
be further borne in mind that to leave a large open communication 
between the vagina and the peritoneum during the puerperium is to 
invite infection through the lochia even if this has not already 
occurred. 

The only other possible alternative to abdominal section is a 
vaginal operation either for suture of the rent or for removal of the 
uterus. It is somewhat remarkable that vaginal hysterectomy has 
been little practised in cases of uterine rupture. Kolomenkin 
mentions 3 cases with one death, Klien 7 cases with 4 deaths. While 
there is much to recommend it on account of its simplicity and the 
slight amount of shock which it produces, the great objection to this 
operation is that it may fail to control bleeding. It would be quite 
possible to remove the uterus by this method without reaching or 
controlling all the bleeding vessels; this would certainly have 
occurred in my third case in which the ovarian artery had retracted 
above the pelvic brim, and, as I have already mentioned, this case 
is by no means unique, and in Klien’s cases of vaginal hysterectomy 
1 death occurred from hemorrhage uncontrolled by the operation 
and 3 from “collapse.” I can readily admit, however, that in some 
cases where the extent of the injury is not very great, and there is no 
evidence of deep bleeding, vaginal hysterectomy may be resorted to 
with success. 

In the majority of cases of severe rupture, however, I believe that 
laparotomy offers us the best chance of success. It will in most 
instances be very difficult to exclude deep bleeding owing to the 
profound shock from which the patient is suffering. Steady 
. deterioration of the pulse and of the general condition, or relapse 
after a temporary improvement, are the only signs of continued 
hemorrhage which are likely to be found. And the difficulty is that 
the worse the patient the more urgent is the necessity for fully 
exposing the site of the injury. Opening the abdomen and securing 
bleeding points, of itself will involve little shock, and only the 
lightest general anesthesia is required; indeed it could be readily 
done under a local anesthetic alone. And having got thus far the 
operator has three courses open to him—(1) simply to pack the rent 
from above and drain by both the upper and lower routes; (2) to 
remove the uterus and freely drain the pelvis; (3) to suture the rent 
and freely drain the pelvis. 

(1) Abdominal packing and drainage by both the upper and 
lower route is a method of treatment of which I have no personal 
experience and which has not been at all widely tried. But a few 
individual cases have been recorded, and it appears reasonable to 
think that it may be the best thing to do under certain conditions. 
Thus if the patient is in extremis, and every moment’s delay 
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prejudicial to her recovery, a few minutes would suffice to open the 
abdomen, understitch bleeding points, clear the peritoneal cavity, 
pack the tear with gauze carried down into the vagina, and close 
the abdomen with a suprapubic drain. In many cases of extensive 
laceration I do not think bleeding can be properly controlled without 
removing the uterus, but in others it might be quite practicable. 
My second case, for example, might very well have been handled 
in this manner, and I think with greater prospect of success. 
The retention of the uterus may involve risks of sepsis, but under 
conditions of great immediate urgency, this risk may be unavoidable. 
If the patient rallies, vaginal hysterectomy could be very simply 
and readily performed 24 or 48 hours later. 

(2) Hysterectomy has the immediate advantages of fully con- 
trolling hemorrhage, and of removing a frequent source of septic 
infection ; these points have been already sufficiently considered. A 
later and subsidiary advantage is that, in the event of recovery, it 
obviates the serious risks of repetition of the rupture in a subsequent 
pregnancy or labour. This point requires further mention. 

A good deal of evidence has accumulated during the last few 
years showing that in cases which recover, there is a greatly increased 
liability to the recurrence of rupture in a subsequent labour. Varnier 
has traced 15 cases in which a second rupture occurred in this way, 
and 5 of them proved fatal. Cristéanu has recorded a case in 
which rupture occurred three times, the last proving fatal. 
Kolomenkin has recorded one; Peham three, Patz one. In the case 
of Patz it is interesting to note that the first laceration occurred on 
the anterior, the second on the posterior wall, so that it is not always 
through the scar that the second rupture occurs. In addition to 
these a considerable number of cases of rupture through a Cesarean 
section scar have been recorded, but the tendency of the Cesarean 
scar to give way is not so great as that of the scar of a healed uterine 
rupture. The latter compares unfavourably because it is a ragged 
tear, not a clean cut incision, and because it is situated mainly in 
the lower segment which stretches during labour, not in the upper 
segment which contracts. It is accordingly weaker, and is also 
subjected to greater strain. 

This tendency to repeated rupture is now pretty generally 
recognized, and a recent British writer, Munro Kerr, goes so far as to 
advise that, in cases successfully treated by plugging, the uterus 
should be removed as a precaution at a subsequent operation. 

It appears therefore that there are sound reasons for removing the 
uterus; but an important question remains, viz., is the condition of 
the patient such as to offer a reasonable chance of her recovery? 
At the 1900 discussion the opinion was freely expressed that 
abdominal hysterectomy must be of necessity fatal. It is a curious 
circumstance, which may partly explain the general pessimism, that 
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although 18 cases of ruptured uterus occur in the Transactions of the 
Obstetrical Society previous to that date, only one of them recovered 
—a case recorded in 1878 by Dr. Hickinbotham of the Hospital for 
Women, Birmingham. Two of the cases only, were treated by 
laparotomy; in the first, recorded by Swayne of Bristol in 1886, 
suture of the rent was practised; in the second, recorded by Dr. 
John Phillips in 1897, the uterus was removed by sub-total 
hysterectomy. . 

It must now be admitted that these apprehensions have been to a 
great extent dissipated. The operation has been performed in a 
large number of cases, and we are in a position to determine with a 
fair amount of accuracy what is the mortality which attends it. 

For statistical purposes the most valuable data are those collated 
by Kolomenkin in 1903. Resisting the temptation to aggregate a 
large number of isolated cases from various sources, treated under 
both favourable and unfavourable conditions, he has obtained 140 
comparatively recent cases of uterine rupture, occurring in series in 
lying-in institutions, and treated in all cases by men of repute. Of 
these 140 cases 97 were treated conservatively, 2.e., without operation, 
and of these the mortality was 61 per cent.; in 33 cases the uterus 
was removed with a mortality of 36°3 per cent. The larger numbers 
of cases obtained indiscriminately from all sources by Klien in 1901 
showed 63 cases of complete rupture treated by abdominal 
hysterectomy with a mortality of 47°6 per cent. But he pointed out 
that if only cases occurring since 1890 were considered the mortality 
of the operation would fall to 37°5 per cent., a figure corresponding 
closely to Kolomenkin’s. Individual instances of recovery from the 
operation have been frequently recorded during the last few years,. 
but these are of no use for statistical purposes as we do not know how 
many failures there may have been in addition. Several short series 
of cases have been recorded by various writers, e.g., Kolomenkin’s 
5 cases from Moscow all recovered; of von Walla’s 5 cases, 3 died, 
but one of these was from slipping of the ligature on one of the 
ovarian arteries. Varnier recorded 6 cases, with 3 deaths. But 
I think it is clear that the operation is not so formidable as was 
supposed, and also that, with increasing experience and improved 
technique, the mortality attending it has fallen and may be expected 
to fall still further. It must also be remembered that the figures 
show that hysterectomy compares favourably with conservative 
methods of treatment in the same skilled hands. 

As regards method, the main point being simplicity, the majority 
of operators will no doubt prefer to adopt the subtotal operation; 
this can be simply and rapidly performed. A second and almost 
equally important point is the necessity for free drainage per 
vaginam; owing to the presence of the tear, it is very easily done, 
and as the pelvic peritoneum need not be completely closed a little 
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time in stitching is thus saved. I see little advantage in performing 
the total operation in these cases. A third necessity is to practise 
intravenous or subcutaneous saline transfusion during the operation, 
and if necessary afterwards. This I did in all my cases, and I do 
not think any of them could have been successful without it. 

(3) Suture of the rent is a method which by the conservatively- 
minded surgeon would naturally be regarded with favour. But it 
possesses the two disadvantages of often failing to control bleeding, 
and of leaving an infected uterus to do its work later on. I 
have myself seen two cases (not under my own care) in which 
after this operation, hemorrhage recurred and proved fatal. And 
in another case upon which I operated myself by this method, 
the patient died upon the fifth day of acute uterine septicemia. 
This experience is not peculiar, for in Kolomenkin’s series 10 cases 
were operated upon by suture with a mortality of 80 per cent., the 
greater part of which was due to sepsis. In Klien’s larger series the 
mortality was 50 per cent., but he has included cases sutured per 
vaginam so that the figures are not comparable. 

Owing to the position of the tear, suturing is often difficult, and 
tedious, and to this circumstance the tendency to recurrent bleeding 
is probably due. Many cases are so badly torn that accurate 
apposition of the edges is impossible; while bruising of the tissues 
prejudices the chances of obtaining primary union. Small lacera- 
tions unaccompanied by continued bleeding, and accessible in 
position may, however, be successfully dealt with by suture if the 
aseptic management of the labour can be relied upon. 

If the uterus is sutured thus, free vaginal drainage must be 
provided by a separate incision, or through a portion of the rent. 
In very few operations for suture has drainage been practised, and 
this omission may in part account for the fact that the mortality is 
greater than that of hysterectomy, for this is undoubtedly the case. 

In conclusion, what I have said about the treatment of uterine 
rupture may be summarized thus :— 


1. Incomplete rupture of moderate severity, involving only the 
lower half of the broad ligament, may be treated expectantly by 
drainage or packing. 

2. Abdominal section for exploration of the injury and arrest of 
hemorrhage will as a rule be required. 


3. According to circumstances this may be followed (a) by 
packing and drainage; (6) by subtotal hysterectomy. 

4. In most cases of extensive rupture, whether complete or 
incomplete, removal of the uterus is required. 


5. In the less serious cases of extensive rupture not attended by 
serious bleeding, vaginal hysterectomy may be performed, but this 
operation has been practised in comparatively few cases, 
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6. Suture of the rent is, in the present state of our knowledge not 


to be recommended except in the special circumstances mentioned 
above. 
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A Series of Ten Cases of Complete Rupture of 
the Uterus. 


By A. Lionet Suiru, M.B. (Cantab.), M.R.C.P. (Lond.), 


Obstetric Physician to the Marylebone General Dispensary; 
Registrar to the General Lying-in Hospital. 


Roptvre of the uterus is an accident fortunately rare, and I think 
that the following cases are worth bringing to the notice of this 
Society, especially as in one case the patient recovered and I was able 
to examine her during a subsequent pregnancy and to treat her in 
her confinement. Of the following cases, eight were treated in the 
General Lying-in Hospital and are the total number of examples of 
this accident which have occurred in this hospital during the last 
twenty years; one occurred in the hospital district, and one I saw 
elsewhere. 

I have to thank Dr. Dakin and Dr. Fairbairn for permission to 
publish the cases which were treated in the General Lying-in 
Hospital. 


Cast No. 1. The patient, a tertipara, aged 24, was admitted to 
the General Lying-in Hospital in July 1906. 

The onset of labour occurred at term. The woman was seen in 
the early hours of the morning by one of the district midwives, who 
reported that the pains were strong and regular, that the vertex 
presented in the first position and that labour appeared to be normal 
in all respects. 

She was seen again about four hours later, and was then having 
very strong pains and looked exhausted. The pulse-rate was 100 per 
minute. The os was fully dilated; the presenting part high up 
and not advancing with the pains; there was marked cedema of the 
vulva; there had been no loss of blood from the vagina. 

About half an hour later the patient suddenly collapsed, and was 
immediately brought up to the hospital in a cab. On admission, 
she was in a state of extreme collapse. The pulse-rate was 136 per 
minute; respiration-rate 26; temperature 100°2°. The uterus was 
firmly contracted and very tender. The fetal head was felt above 
the brim and to the left. : 

An attempt was made to deliver with forceps but, as that failed, 
the head was perforated and delivered with the cephalotribe. The 
placenta was expressed. 


*Read at the meeting of the Obstetrical Section, Royal Society of Medicine, 
May 13, 1909, 
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On examination after delivery, a large rent, easily admitting the 
hand, was found in the lower uterine segment on the left side. The 
cavity of the pelvis was crammed with blood-clot. All bleeding 
had ceased. 

The rent was neither irrigated, packed nor drained. The foot 
of the bed was slightly raised to prevent if possible prolapse of the 
intestine through the rent. 

The patient’s general condition was extremely grave, the pulse 
being hardly perceptible at the wrist. She complained of great 
pain in the lower abdomen, for which a hypodermic injection of 
¢ grain of morphia was given. For the next twenty-four hours the 
condition was extremely critical; it then slowly improved. The 
bowels were opened on the third day with castor oil. From the third 
to the tenth day the lochia were slightly offensive, and the temperature 
varied between 98°8° and 101.°. The vagina was irrigated twice a day 
with weak solution of lysol. After the tenth day the convalescence 
was uneventful. 

When examined fourteen days after delivery, the uterus was 
found lying slightly to the right of the mid-line of the abdomen, the 
fundus reaching to within an inch of the umbilicus. In the left 
iliac fossa there was an ill-defined mass which was tender on deep 
pressure. The cervix was high up, far forward behind the pubes, 
and fixed to the pelvic wall on the left side. There was a deep tear 
to the left and posteriorly. To the left of the cervix extending 
outwards to the pelvic wall, there was a tender mass, which was 
continuous with the mass felt in the left lower abdomen. The uterus 
was fairly well involuted. 

The patient was discharged twenty-nine days after the accident; . 
the fundus was still high, reaching to about two inches below the 
umbilicus. The mass to the left of the uterus was much smaller and 
very much less tender. 

When examined two months later, the fundus could be felt about 
an inch above the pubes. The uterus was somewhat bulky and 
impaired in mobility. There was some indefinite thickening to the 
left of the pelvis. 

The patient was not seen again until November 1908, seventeen 
months after her confinement. She was now found to be about 
seven months’ pregnant. During the next two months she was 
examined from time to time but, as the pregnancy appeared to be 
normal in all respects, there was no reason for interference. On 
February 3rd she was admitted to the hospital in labour. She had 
neglected to come until labour was very advanced. The pregnancy 
was at term. I was unable to make a very satisfactory examination 
of the abdomen as the pains were frequent and violent, but I was 
able to make out that mid-way between the pubes and the umbilicus 
there was a fairly definite ridge which, I think, there is no doubt 
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was the commencement of a retraction ring. The os was fully 
dilated and the vertex, which was presenting in the second position, 
was fixed in the pelvic brim and did not advance during the pains. 
There was considerable hemorrhage from the vagina. Knowing the 
history of the case, I thought it would be unwise to delay for a 
moment, so I immediately gave chloroform and delivered with 
forceps. 

At birth the infant was in a parlous condition, it was extremely 
pallid, the cry was very feeble, the respiration shallow and gasping, 
the heart-beat uncountable and almost inaudible. I was at a loss to 
account for this condition, but as the infant appeared to have suffered 
or to be suffering from hemorrhage, I decided to infuse some saline 
solution. I cut the cord below the ligature and separated the 
umbilical arteries from the vein and tied them separately. An 
ordinary intravenous infusion cannula was then inserted into the 
vein and about five ounces of normal saline injected. The result 
was immediate and surprising, in a few minutes the character of 
the cry had entirely changed and was fairly strong, the heart-beat 
was slow and much more forcible. I may add that the infant 
eventually did well, and when it left the hospital its weight was 
steadily increasing. 

The total duration of labour was only four hours. After the 
delivery I thought it advisable to explore the uterus, partly to 
remove the placenta and partly to see whether there was any cause 
for the hemorrhage which preceded delivery. 

The placenta was attached to the lower zone of the uterus on the 
left side and partially covered the cicatrix of the rupture which 
occurred at the previous labour. It was very adherent, and was 
removed in pieces. I think there is no doubt that it had been torn 
during labour and that owing to this the child had suffered from 
hemorrhage. 

On the left side, extending upwards for about four inches from 
the tear in the cervix, there was a definite groove, at the bottom of 
which the uterine tissue felt hard and almost cartilaginous. On the 
opposite side, but occupying a slightly more anterior position, there 
was a ridge of hard tissue about three inches in length, lying in the 
long axis of the uterus. I think there can be very little doubt that 
this was the cicatrix of a partial rupture which occurred at the 
previous confinement and which had been overlooked. The puer- 
perium was uneventful and the patient was discharged on the 
fifteenth day. 


Cast No. 1. The patient, a primigravida, was a very small, 
single woman, aged 26 years. Labour occurred at term, commencing 
on November 2nd, when the membranes ruptured; on the 3rd there 
was some loss of blood; on the 4th the pains were very strong; on 
the 5th, at the midwife’s suggestion, a doctor was sent for; on the 


} 
q 
bit! 
2: 
4 


Smith: Rupture of the Uterus 385 


6th he called a colleague in consultation; on the 7th a third doctor 
was called in. 

Chloroform was administered and various instruments were used, 
but delivery could not be effected, so the woman was sent to the 
hospital. On admission she was found to be extremely ill. Pulse- 
rate 132; respiration-rate 32; temperature 99°. Vomiting was 
frequent, and occasionally she had attacks of hiccough. 

The abdomen was considerably distended and acutely tender. 
The uterus was firmly contracted, and there was a marked retraction 
ring at the level of the umbilicus. The perineum was lacerated, 
and there was great edema of the vulva. The discharge from the 
vagina was very offensive. The remains of the foetal head could be 
felt at the pelvic brim, the occiput lying posterior. A small quantity 
of blood-stained urine was drawn off with the catheter. 

Having first cleansed the vagina and vulva as thoroughly as 
possible, I delivered by means of Winter’s cephalotribe without any 
serious difficulty. Immediately after delivery the placenta was 
expelled into the vagina and removed. The vagina was now irrigated 
with saline, all clots removed and the cervix exposed with a speculum. 
A large rent in the cervix and lower uterine segment was at once 
seen through which coils of intestine were visible. The rent was 
thoroughly irrigated, all clots removed and lightly packed with 

auze. 
. The woman was now practically moribund; she was infused with 
several pints of saline and the shock treated by stimulation. She 
rallied slightly, but died 7 hours later. 

After delivery the uterus remained firmly contracted, and there 
was no hemorrhage. 

The infant, a male, was decomposing; its remains weighed 4 Ibs. 

The following measurements were taken when the patient was 
admitted, and were verified after death :— 


Greatest abdominal girth... ... ... ... ... 31 im. 
Pubes to umbilicus ... ... 
Left spine to umbilicus... ... im. 


Post Mortem Examination. 
The body was that of a small fairly well-nourished woman. The 


tibia showed marked rickety curves. There was some beading of the 
ribs. 
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On opening the abdomen about a pint of free blood-stained fluid 
was found in the peritoneal cavity. There was some early peritonitis 
involving a few coils of intestine lying in the pelvis and some of the 
omentum in the same neighbourhood. 

Both ovaries were black with extravasated blood. 

The hand could easily be passed from the vagina through the rent 
in the lower uterine segment into the peritoneal cavity. There was 
an opening in the anterior fornix through which a finger could 
easily be passed into the bladder. There was also an opening in 
front of the cervix and to the right, through which a finger could 
be passed into a track which led outwards and upwards towards the 
right iliac fossa; this passage contained a considerable quantity of 
blood-clot. 

The uterus was removed. The rupture commenced in the mid- 
line of the posterior lip of the cervix and extended vertically 
upwards as far as the retraction ring; at this point it turned to the 
right. It seems probable that if labour had not been terminated 
this tear would have completely encircled the uterus, entirely 
separating the upper from the lower segment. 

Cast No. 11. The patient was a healthy quintipara, aged 37. 
Her previous labours were normal. 

She was sent into hospital by a doctor in the country, who had 
made prolonged and repeated attempts to deliver with forceps. 
Labour comenced at term. When the woman was admitted to 
hospital the head was lying in the transverse diameter at the brim 
with the occiput to the left. Pains were frequent and very strong. 
The pulse-rate was 120 per minute. The House Physician attempted 
to deliver with forceps, but unfortunately he did not recognize the 
extreme gravity of the case, and there was some delay in summoning 
the visiting Physician. On Dr. Fairbairn’s arrival the patient was 
in a very collapsed condition. The uterus was contracted, the fundus 
being at the level of the umbilicus. Fetal parts could be felt 
immediately beneath the abdominal wall. The abdomen was opened 
by Dr. Fairbairn about twenty minutes after the rupture occurred. 
The infant and placenta were extracted, as much blood as possible 
removed, and the rent in the uterus sutured. A small gauze drain 
was passed through the lower angle of the wound in the uterus into 
the vagina. After the operation there was some slight improvement 
at first, but the patient died two and a half hours later. 


Post Mortem Examination. 

There was a small quantity of blood in the peritoneal cavity. 
There was an oblique rent about five inches long in the posterior wall 
of the lower uterine segment extending from the cervix on the left 
to near the insertion of the round ligament on the right. The rent 
did not commence in the os and spread upwards, for there is an 
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entire circle of cervical tissue just above the os. This can plainly 
be seen in the specimen No. iii. On the left there are several vertical 
fissures in the peritoneum through which the underlying uterine 
tissue is visible. 

The cellular tissue of the left side of the pelvis had been ploughed 
up in every direction by extravasated blood which had also tracked 


down into the left ischio-rectal fossa where it formed a large 
hematoma. 


CasE No. tv. The patient was a married primigravida, aged 33. 

She had been attended by two practitioners who had first dilated 
the os and then attempted to perform version, but had failed to do 
so after repeated and prolonged trial. 

When admitted to hospital the uterus was in a state of tonic 
contraction, and a well-marked retraction ring could be both seen 
and felt a little below the level of the umbilicus. The lie was 
transverse, the head being in the right iliac fossa, the limbs anterior 
and the right arm presenting. The liquor amnii had drained away. 
The perineum was torn into the rectum, the cervix was lacerated in 
all directions. After decapitation the body was easily delivered, but 
there was some difficulty with the aftercoming head, which had to be 
perforated and extracted with the cephalotribe. 

The lacerated vagina and the perineum were repaired as well 
as possible. The total duration of labour was 14 hours. 

After delivery the woman’s condition was certainly no worse than 
when she was admitted; the uterus was well retracted; there was no 
hemorrhage. For the first hour or two she appeared to be doing 
well, but complained of very great pain in the lower abdomen, 
When examined five hours after delivery there was considerable 
distension of the abdomen, which was motionless and extremely 
tender; the patient was obviously dying, but lingered for about 
20 hours. No necropsy was permitted, but I examined per vaginam 
after death and discovered a small tear to the right of the uterus 
which appeared to have spread upwards from one of the lacerations 
in the cervix. I managed to draw down a loop of intestine; it was 
very engorged and had lost its glistening appearance; there were 
thick flakes of lymph adhering to it. The diagonal conjugate 
measured 44 in. 


Cast No. v. The patient, a married secundipara, aged 31, 
presented marked evidence of rickets, and was only 4 ft. 9 in. high. 

Her first confinement was described as having been “a terrible 
time,” and she was advised to have labour induced prematurely 
when she next became pregnant. 

Her second confinement was natural; she was attended by a 
midwife, and no particulars were available. 
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Before admission to hospital a doctor had tried to deliver with 
forceps, and afterwards he had perforated and attempted to do 
version. When admitted to hospital she was very exhausted, the 
pulse was 140 per minute; the lie was transverse, one arm, both 
feet and the cord were presenting. The duration of labour was 
263 hours. Under chloroform, the aftercoming head was delivered 
with the cephalotribe. The placenta was found to have passed into 
the peritoneal cavity through a rent in the lower segment of the 
uterus and the vault of the vagina. 

The patient was treated by stimulation and saline infusion, but 
she never rallied, and died six hours after the delivery. At the 
necropsy a large tear four inches in length was found in the vault 
of the vagina and also involving the lower segment of the uterus 
posteriorly. 

Pelvic measurements: Interspinous, 10 in.; intercristal, 9} in.; 
diagonal conjugate, 3} in.; true conjugate, 23 in.; transverse, 5 in. 

The foetus was a male, and the remains weighed 8 lbs. 8 ozs. 


Case No. vi. The patient, a married tertipara, aged 25, was 
admitted to hospital after she had been in labour for fifty hours, 
and after delivery had been attempted many times by means of 
forceps. The os was fully dilated and a hydrocephalic head was 
presenting above the pelvic brim. 

The head was perforated and delivered with the cephalotribe. 
After delivery the uterus was well contracted, but the patient was 
very collapsed. The catheter drew off blood-stained urine and a 
urethro-vaginal fistula was discovered. 

The patient was treated by stimulation and infused with saline 
solution, but died about 12 hours after delivery. 

At the necropsy a tear of the vaginal vault and the lower uterine 


segment was discovered. The peritoneal cavity contained a quantity 
of blood. 


Cast No. vu. The patient, a married octipara, aged 37, was 
sent in to the General Lying-in Hospital, and died almost immediately 
after arrival. She was attended during labour by a midwife and | 
delivered of a small macerated foetus. After delivery she is said to 
have lost about a pint and a half of blood. The labour lasted 
18 hours. After an interval of three hours the pains recommenced, 
and the midwife when she examined found the second child present- 
ing by the shoulder. A doctor was sent for, who for several hours 
endeavoured to bring down first the head and afterwards a leg, but 
as he was unable to do either he sent her to the hospital. 

A post mortem examination was made six hours after death. 

The first placenta was found protruding from the vagina. 


There was a considerable quantity of blood in the peritoneal 
cavity. 
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Tue Fatus LYING 1N THE ABDOMINAL CAVITY. 
The anterior abdominal wall reflected. 


A. 
B. Omentum. 
C. Anterior surface of the uterus. 

D. The edge of the rent in the uterus. 
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THe Urervs AND PELVIs AFTER REMOVAL. 
A. The left round ligament. 
B. The anterior wall of the uterus denuded of its peritoneum. 
C. The right round ligament. 
D. The posterior wall of the uterus. 
E and F. The torn edges of the cervix. 
Gand H. The anterior superior iliac spines. 
K. The symphysis pubis, 
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The fetus and placenta had escaped from the uterus and were 
lying among the intestines in the right half of the abdomen. The 
head occupied the right iliac fossa and was covered by the placenta. 
The left arm was prolapsed through the rent in the uterus into the 
vagina. The uterus was almost completely separated from its 
attachment to the vagina. There was a large tear commencing in 
the cervix on the right side and extending obliquely across the 
anterior surface of the uterus up to the insertion of the round 
ligament on the left side, thus involving a considerable portion of 
the upper segment. There was a small rent in the coil of small 
intestine lying close to the back of the foetus. 

The opportunity of recording permanently the position of the 
foetus after it escapes into the peritoneal cavity, is one which occurs 
so rarely that I determined to take a series of photographs of the 
condition and so record not only the relationship of the foetus in the 
abdominal viscera, but also the position of the uterus and the tear 
in it. At this time we were fortunate in having as House Physician 
Dr. Basil Hood, who is not only an artistic and enthusiastic photo- 
grapher, but also an expert, and it is to him that the credit for 
producing these beautiful photographs is entirely due. The work 
was done under the most adverse aconditions, and but for his un- 
failing patience and untiring perseverance I am sure would have 
resulted in failure. After the photographs had been taken the pelvis 
and contents were removed. 


Cast No. vit. The patient was a married decipara, aged 40. 
The face was puffy, the aspect suggesting Bright’s disease. The 
urine contained albumin. 

Her last confinement occurred two years ago. Unfortunately 
there is no history of her previous pregnancies and labours. When 
admitted to hospital the membranes were intact, the os was the size 
of a two-shilling piece, the vertex was presenting in the first position, 
and the pains were slight and irregular. 

Labour commenced sometime on the 10th, but the pains were 
irregular, very feeble, and the patient slept most of the night until 
6 a.m. on the 11th, when she had three very strong pains which 
caused her to shriek. She was examined and it was noticed that 
she had lost a few ounces of blood. On vaginal examination the os 
was still found to be the size of a two-shilling piece, the membranes 
were intact and the vertex was still above the brim. The membranes 
now ruptured spontaneously and the pains immediately became more 
frequent and stronger. At 11-30 a.m., that is, about five hours after 
she had the first strong pains and when the slight hemorrhage 
occurred, the patient looked extremely ill, and was pallid; the pulse- 
rate was 100 per minute. The uterus was hard and tender, the os 
was now fully dilated. The case was taken to be one of concealed 
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hemorrhage so she was delivered with forceps at once. After the 
birth of the head there was only very slight contraction of the 
uterus, so the body was delivered by traction. Only about 4 ounces 
of blood was lost. The child was still-born. The placenta could not 
be expressed. On examination it was found protruding from the os, 
and when it was grasped in the hand it slipped away into the 
peritoneal cavity. The pulse-rate was now 144 per minute, and the 
patient was extremely collapsed; she died within ten minutes of 
delivery. The first stage of labour lasted 35 hours, the second one 
hour, and the third 15 minutes. The child was a male and weighed 
9 Ibs. 12 ozs. 

The rupture was through the posterior wall of the uterus, but 
unfortunately the exact position was not stated in the notes. 


Case No. 1x. The patient was a healthy married woman, aged 39. 
Her nine previous pregnancies and labours have all been normal, 
and all the children are alive, including one set of twins. 

One of the hospital midwives saw the patient at llp.m. The 
breech was presenting in the third position, the cervix was almost 
fully dilated, the pains were strong and regular, occurring every 
three or four minutes. During the next hour the body was delivered 
without any difficulty, but the arms became extended and the 
midwife was unable to deliver the head; she now sent for the nearest 
doctor, not so much because she was unable to deliver but 
because the patient had collapsed. The doctor arrived within 
a few minutes, but on his arrival he found the patient in 
extremis; he brought down an arm without difficulty and then was 
at once able to deliver the head. He removed the placenta from the 
vagina and almost immediately the patient died. 


Post Mortem Examination. 

The body was that of a well-developed and well-nourished woman. 

The skin was pale and had a peculiar waxy appearance. 

On section all the tissues were extremely pale and bloodless. 

The peritoneal cavity was absolutely filled with blood. 

After the blood had been removed a large rent was at once seen 
in the left side of the lower segment of uterus extending outwards 
through the left broad ligament. 

The pelvic organs were removed and the uterus opened in the 
mid-line through the anterior wall. The lower segment was 
extremely thin, in places being considerably less than a quarter of 
an inch in thickness. Bandl’s ring was very well marked. A 
huge rent, which easily permitted the passage of the closed fist, 
extended from the left side of the external os below, to the 
retracted upper segment above. The tear extended outwards through 
a considerable portion of the left broad ligament and through 
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the posterior wall into the peritoneal cavity. The torn end, either 
of the uterine artery or of one of its main branches could be seen. 
The upper segment of the uterus was in places nearly one and a half 
inches thick. On the right side just above Bandl’s ring, there was a 
complete rupture which easily admitted the index finger. Around 
the circumference of the lower margin of the upper segment there 
were about a dozen fissures which extended deeply into the muscular 
substance; they all ran in vertical direction and had the appearance 
of having been cleanly cut with a knife. 

All the organs of the body appeared healthy. The amount of 
blood found in the peritoneal cavity was enormous, being estimated 
at between four and five pints at least. 

Unfortunately, owing to the fact that a coroner’s inquest was 
held, no post mortem could be obtained until decomposition had set 
in and the microscopical examination was not very satisfactory. 

There was certainly no marked naked-eye change to be seen. 


Case No. x. The patient, a married undecipara, stated that for 
the first six weeks of her pregnancy there had been amenorrhea, 
but since then there had been a continual loss of blood. 

Labour commenced at term. When the patient was first seen she 
had been in labour a week and was in a very exhausted condition. 
The pulse was 120 per minute. The membranes were ruptured and 
the uterus was in a state of tonic contraction. The child, which 
presented by the breech, was dead. The upper end of the vagina 
was occupied by a huge mass of cervical cancer which had opened 
up the bladder and the urethra. 

Under chloroform a leg was brought down and the aftercoming 
head perforated. The placenta was expelled into the vagina and was 
then removed. At the termination of labour the patient was certainly 
not more collapsed than at the beginning, but she gradually sank 
and died eleven hours later. At the time there was no reason to 
suppose that the uterus had ruptured. 


Post Mortem Examination. 

There was a rent three inches long in the lower segment of the 
uterus on the left side posteriorly; it evidently commenced in the 
carcinomatous tissue of the cervix and spread upwards. 

There had been very slight bleeding into the peritoneal cavity. 


Authorities vary greatly in estimating the frequency of the 
occurrence of rupture of the uterus. v. Winckel states that it happens 
once in 666 labours, while Lusk and other observers think it is less 
frequent, about once in 6,000 labours. This great divergence of 
opinion can only be due to the different methods of calculation 
adopted. 
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During the last twenty years 10,989 women were delivered in the 
General Lying-in Hospital, and among this number there were eight 
cases of rupture of the uterus, that is, the accident occurred once in 
1,373 deliveries. Such a calculation is obviously no guide to the 
correct frequency of rupture of the uterus, for in six of these cases 
the rupture had occurred before admission to the hospital. In only 
two cases did the rupture occur after the patient had been admitted, 
and a calculation on this basis gives a proportion of one in 5,494 
deliveries, which is probably much more correct than the former. 


Rupture of the uterus is stated to occur much more frequently 
amongst multipare than primigravide. This series of cases illus- 
trates this fact for 80 per cent. of the patients were multipare and 
only 20 per cent. primigravide. 


From an examination of the above cases it appears that there are 
two distinct and entirely different classes of cases in which the uterus 
is liable to rupture. 


The first class, that to which I particularly wish to draw 
attention, is that in which the uterine action is at fault, this 
abnormality not necessarily being associated with an obstruction to 
delivery, though in one at least of this series there was slight 
contraction of the pelvis. The abnormal uterine action I refer to 
consists of an increased excitability of the uterus resulting in a great 
increase in the frequency and strength of the contractions together 
with a premature retraction, a condition exactly similar to that 
produced by the administration of ergot during labour. Case No. 1 
is a typical example of this class; at each of her confinements the 
total duration of labour was only about four hours, and yet in this 
short time, in the first labour, the lower uterine segment had 
become so thinned that rupture occurred, and in the subsequent 
confinement the pains were so violent and the retraction so marked 
that I am sure rupture of the uterus would again have occurred if 
T had not at once terminated the labour artificially. 


I believe that cases exhibiting this exaggerated excitability of 
the uterus are fortunately rare, but [think I have seen a few examples 
in which labour would have ended disastrously if instrumental aid 
had not been given. 


In the second class, in which are included the majority of the 
cases I have recorded, rupture of the uterus followed a prolonged and 
obstructed labour; in some cases it was possibly the result of 
perforation with an instrument or was due to some intra-uterine 
manipulation. In several of these cases there were definite and 
obvious evidences, such as deformity or dwarfing, easily recognizable 
during pregnancy, which should have warned the medical attendant 
that parturition would certainly be attended with difficulty and 
danger. In most of the cases the duration of labour was very much 
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prolonged, and all the usual signs of obstruction and tonic rigidity 
of the uterus were present, the uterine rupture being the obvious 
and inevitable termination to labour unless delivery could be effected 
artificially. There is little to be said with regard to the treatment 
of these patients prior to their admittance to the hospital; it is 
appalling to think that with all the advantages to be derived from the 
introduction of antiseptics and anesthetics, these poor women were 
subjected to such brutality owing to incompetence and ignorance. 


An analysis of the symptoms presented by these patients shows 
that in only two did the rupture occur without most, if not all, the 
usual and easily recognizable signs of obstructed labour being 
present. The one symptom exhibited by every patient, generally to 
a very marked degree, was collapse. In three of the cases the onset 
of the collapse was sudden, in the remaining seven it was gradual. 


I think that the gradual onset of the collapse in the latter cases 
can partly be accounted for by the fact that, at the moment of rupture 
the patient was under the influence of an anesthetic, for in the three 
former cases in which the onset was sudden no anesthetic had been 
given. The occurrence of pain when the uterus ruptures will of 
course depend upon whether the patient is anesthetised or not. In 
only one of these cases was the patient conscious of a sudden violent 
pain and of a sensation of something having given way at the 
moment the rupture occurred. 


After the uterus had given way pain and tenderness over the 
lower abdomen was a marked symptom in every case. 


Subcutaneous emphysema is a symptom which has occasionally . 
been noticed after rupture of the uterus. Considering the prolonged 
manipulations which both preceded and followed the rupture in some 
of these cases, it is astonishing that this symptom was not observed 
once. It has frequently been stated that after rupture of the uterus 
rhythmical contractions cease. I think that this largely depends 
upon whether the foetus has escaped from the uterine cavity; if the 
foetus has escaped the uterus naturally contracts down, but if it has 
not escaped and if the rupture has not been so extensive as to separate 
entirely the upper segment from the lower there does not appear to 
be any reason why the uterine contractions should not continue. 


In the two cases in which the fetus escaped into the peritoneal 
cavity uterine contractions ceased immediately. In the remaining 
eight cases in which the foetus did not escape from the uterine cavity, 
in five rhythmical contractions to a greater or less extent continued, 
in two the uterus was tonically contracted, in one the notes are 
deficient on this point. In all the cases there was a certain amount 
of blood lost per vaginam, but whether this originated in the rent in 
the uterus or from the lacerations in the cervix, vagina or perineum 
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it was impossible to say, except in one case in which there was no 
doubt that it came from the tear in the uterus. 


The amount of blood found in the peritoneal cavity varied greatly 
and was estimated at anything from a little under a pint to almost 
every drop the body contained. A most important question arises, 
Did the blood escape at the time of rupture, or within a few minutes 
afterwards, or was there a steady loss until the patient’s death? 
In at least three of the cases there is no doubt that there was a 
continued oozing of blood until the patient died. 


In eight cases the rupture occurred in the lower uterine segment. 
In two cases the upper segment was also involved. In one case not 
only was the retracted portion of the uterus ruptured as a direct 
result of the extension of the tear in the lower segment but there 
was also another complete tear and several incomplete fissures in the 
upper segment. 


In nine of the cases it was the posterior wall which gave way, the 
rupture occurring once on the right side, four times on the left and 
once in the mid-line; unfortunately in three of the cases the notes 
do not definitely state the position of the rent. In only one case 
did the rupture occur through the anterior wall. 


When a series of cases such as this, having a mortality of 90 per 
cent. is examined, one at once asks whether other methods of treat- 
ment might not have given better results. 


In considering the question of treatment those cases must be 
eliminated in which death occurred so rapidly that no time was 
allowed for anything to be done. 


Of the seven cases which remain, in Case No. 1 the patient’s 
general condition alone was treated, practically nothing was done 
locally, yet the woman recovered and has had a full term child since. 
This case is particularly interesting, for the woman’s condition for 
several hours after delivery was so serious that I am sure any 
operative measures would have had a fatal result. 


In the case of the patient in Case No. 11, in which the fetus 
escaped into the peritoneal cavity, there is no doubt that the proper 
treatment was to open the abdomen, remove the foetus and cleanse 
the peritoneum. 


I also think that in this particular case the current treatment 
for the rent in the uterus was adopted as being the shortest proceed- 
ing possible, namely, to suture the wound rapidly. In dealing with 
a patient not so profoundly collapsed possibly a more perfect method 
might have been adopted, but as it is the patient died, so it is obvious 
that any more severe operative measure would only have hastened 
the end. 
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The patient in Case No. m1, in which the rent was packed with 
gauze, was far too collapsed to have borne any other treatment. I 
had obtained a very good view of the edges of the rent and was 
certain that all hemorrhage had ceased, I was therefore content to 
pack the tear lightly. 


The patient with cancer of the cervix (Case No. x) was obviously 
dying, and possibly when I dragged the fetus through the mass of 
cancer I may have ruptured the uterus. If I had to treat a similar 
case now I should perform vaginal Cesarean section. 


A very significant fact is that among these patients there was not 
one who could have borne any operative treatment whatever. 
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Septic Thrombosis (Puerperal) of the Pelvic Vessels. 


Wits A Report or an Acute CAsE IN WHICH THE INFECTED OVARIAN 
VESSELS WERE EXCISED.* 


By W. Buarr Bett, B.S., M.D. (Lond.), 
Assistant Gynecological Surgeon, Royal Infirmary, Liverpool. 


WHEN a new operative procedure of importance is on its trial it is 
necessary to report unsuccessful cases, otherwise we may get a wrong 
impression of the merits of the method by forming our opinion upon 
the reports of successful cases only. Besides, we may be able to 
obtain much more valuable information for our future guidance from 
an unsuccessful case, if it is properly investigated, than we can from 
any number of successful ones. 

The case I wish to record was one of unusual severity, and one 
which presented many points of great interest, and, I venture to 
think, of instruction in regard to a condition of which we know too 
little and in which, hitherto, expectant methods of treatment have 
usually been quite ineffective. 

I saw Mrs. J., a secundipara aged 36, in consultation with Dr 
O’Connell of Wavertree, on March 30th last, and I am indebted to 
him and his partner Dr. Brown for the temperature chart (fig. 1) and 
for the following notes of the progress of the case before I saw her. 
The patient, although in comfortable circumstances, was attended 
by a midwife during her second confinement on March 18th. As far 
as was known she went on well until about March 23rd, on which day 
Dr Brown saw her. This short interval] rather indicates infection at 
the time of the confinement, for we may be sure she had been ailing 
one or two days before medical assistance was sought. The nurse 
said that the parturition was normal in its course. Dr. Brown found 
that the “lochial discharge was not offensive, but rather more red 
than normal,” that the uterus was large but not tender, and that the 
patient complained of pain on the left side. On the 25th March 
there was a fall in the morning temperature (see fig. 1), but the 
pulse was more rapid. On this day Dr. Brown gave an intra-uterine 
douche. On the 27th March Dr. O’Connell and Dr. Brown curetted 
the uterus and douched with a lysol solution, but only “a few 
slightly offensive shreds of membrane” came away. On the 28th 
March, 10 cc. of polyvalent serum were injected ; this was followed by 
a slight rise in temperature. Her condition was worse on the 29th 


* Read before the North of England Gynecological and Obstetrical Society, 
April 23rd, 1909. 
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Temperature chart kept by medical attendant prior to admission 
to Hospital. 
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March, when her morning temperature was over 103°F., and her 
pulse over 130. She had had several slight rigors in the last few 
days. The bowels had been kept open regularly. 

It was on the morning of the 30th March, the twelfth day since 
her confinement, that I saw her with Dr. O’Connell. Her tempera- 
ture was then 103°5°F., and her pulse rate 130; her respirations were 
35. The patient’s appearance was bad: she looked very yellow, and 
seemed to be drowsy. She was, however, quite intelligent, and could 
answer all questions. 

On examining the abdomen, there was no free fluid to be detected, 
nor was there the slightest tenderness on palpation. The whole 
abdomen moved with respiration. The uterus could be felt, 
enlarged and extending well up above the pubes. It was not tender. 

Examination of the vulva disclosed no laceration. There was a 
minute superficial abrasion or split about 4 inch across, and of no 
depth, at the edge of the fourchette. The vagina and cervix were 
carefully examined with an electric speculum, but no laceration of 
any part could be seen. The external os was closed, and the cervix 
was rather dark in colour. 

On bimanual palpation there was no tenderness of the uterus nor 
in the fornices. The uterus was made out to be about the same size 
as it should have been immediately after parturition, although it 
was now twelve days since that had occurred. It was anteverted and 
quite mobile, and there was no local effusion to be detected. I 
thought, however, that per rectum I could feel some thickening high 
up on the right side, but I could not be sure as I did not want to 
disturb any clots in the veins, if such were present. There were no 
thrombosed vessels to be felt in the lower part of the broad ligaments. 

In view of the finding of Dr. O’Connell and Dr. Brown when they 
examined the interior of the uterus, and assisted by the fact that 
there was no local reaction, by the length of time since parturition, 
and by the patient’s condition—her pulse, temperature and general 
appearance—I came to the conclusion that the case was one of septic 
thrombosis in the ovarian veins. But I could not refuse to take into 
account the size of the uterus and the possibility of the infection being 
localized there. I therefore expressed the opinion that the interior 
of the uterus should be explored, and if nothing was found 
ligature and excision of the ovarian vessels should be carried out at 
once. I may say incidentally that we were placed in a somewhat 
responsible position as the patient’s husband, an officer on board ship, 
was not expected home for a fortnight. However, the patient and 
her brother both agreed to the course proposed, so she was imme- 
diately removed to the Royal Infirmary—about a mile distant—for 
operation. On admission she had a slight rigor, the temperature was 
104:2°, pulse 136, respiration 32 (see fig. 2). 

When the patient was placed in the lithotomy position it was 


i 
Sige 


398 Journal of Obstetrics and Gynecology 


noticed that the hemorrhoidal veins looked congested, and on 
examination of the cervix I pointed out that it was a deep purple colour, 
which I took to indicate venous thrombosis. However, on proceeding 
to dilate the cervix there was a gush of sanguineo-purulent fluid 
from the interior of the uterus. It was not offensive. A swab of 
this was taken for examination (see pathological report). The cavity 
of the uterus measured 5} inches in length. A careful search with 
the finger failed to discover any retained products of conception or 
any septic infiltration of the uterine wall. Consequently, 1 contended 
myself with washing out the uterus with a solution of iodine (3ij of 


the tinctura iodi to the pint of water), and packing with iodoform 
gauze, 


In view of this finding in regard to the local condition I thought 
it right to see what free drainage of the uterus would do towards the - 
alleviation of her symptoms, before proceeding to an abdominal 
section, which I felt would be a hazardous undertaking in her serious 
condition. Continuous rectal salines were employed. That night 
her temperature went down to 102°2° and her pulse dropped to 128. 
The next day her temperature slowly rose to 104'2° in spite of changing 
the pack and washing out the uterus. The next morning (April Ist) the 
temperature dropped to 101:2F. but again rose during the day. Another 
10 cc. polyvalent serum were now injected and the pack was removed. I 
decided that if the patient improved at all to open the abdomen and 
attack the affected vessels. She had a very bad night. Next morning 
her pulse was very rapid and weak and her temperature was over 104°, 
but it dropped towards the middle of the day when the second 
operation was performed. Before operation blood was withdrawn from 
a vein for bacteriological examination (see report). 


An injection of gr. } morphine and gr. 1/.) strychnine was given, 
and light ether anesthesia kept up by Mr. Fingland. On opening 
the abdomen a slight quantity of clear free fluid was found, and a 
swab of this was taken for bacteriological examination (see report). 
The ovarian vessels on the right side were found to be thrombosed 
and to form a well defined mass the size and shape of a banana. 
The peritoneum was therefore slit up and the mass followed to the 
mesocolon. Here one seemed to arrive at the end of it. The whole 
was therefore ligated and excised, the peritoneum being closed over 
the wound. There was no thrombosis of the internal iliac veins. 
On the left side there was only one limited thrombus in the ovarian 
vein. This was quickly excised, and the abdomen closed. 

After the operation continuous subcutaneous salines were used owing 
to the intolerance of the rectum,and 2 cc. pituitary extract(-1 gramme in 
1 cc.) was given hypodermically. This latter immediately raised the 
blood pressure from 80 to 90 mm. of mercury. That night her tempera- 
ture ran up to 106°2°. It dropped during the early hours of the morning 
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FIG. ITI. 


Right ovarian vein, near the uterus. 
There is pus in the interior, and the walls of the vessel are 
converted into granulation tissue. x20. 
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FIG IV. 


Right ovarian vessels—some distance from the uterus. 
Only a few leucocytes are to be seen in the clot. X20. 
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FIG. V. 


Aseptic thrombus in the left ovarian vein. 20. 
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to 101°, but following a rigor it shot up to 106°6°, when the patient 
died. 


Such is the tragic history of the case. 


PatuHotocat Report sy Drs. Ernest E. Grynn anp G. Lissant Cox. 


Bacteriological Examination. 


1. Pus from uterus (first operation). Smears showed a number of 
Gram positive diplococci. Pus inoculated on to agar and nascar. 
Sterile at end of 36 hours probably because wterus had been washed 
out with lysol 3 days before. 

2. 10 cc. blood from median basilic vein—withdrawn when Temp. 
103°. Cultures sterile after 48 hours incubation at 37°. 

3. Swab from clear peritoneal fluid (second operation). Sterile. 
No organisms found in smears and none grown. 

4. Swab from pus from right ovarian vein (second operation). 
Smears showed similar diplococci to those found in 1. From this 


pus a pure culture of streptococci with many involution forms was 
grown. 


Histological Examination of Vessels Excised at the Second Operation. 
A. Sections of right ovarian vessels near the uterus (see fig. 3). 


The lumina of the ovarian artery and veins are filled with pus and 
the walls converted into granulation tissue, which shows that the 
inflammation is of some standing. Some of the smaller vessels are 


normal, others contain red thrombi. A section stained by Gram’s 
method showed some cocci. 


B. Sections of the same vessels further from the uterus (see fig. 4) 
show laminated thrombi with a few leucocytes, but there is no actual 
pus. There is no attempt at organisation. 


C. Section of the left ovarian vein (see fig. 5). This vein is also 


thrombosed, but the microscopical appearances suggest that the 
thrombus is aseptic. 


Post-mortem Report. 


The right ovarian vein beyond the portion excised is thrombosed 
as far as its junction with the inferior vena cava. There is extensive 
extravasion of blood into the cellular tissues surrounding the right 
ovarian vessels. The vena cava and common iliac veins are normal. 


There are no signs of thrombosis in the remaining portion of the left 
ovarian vessels. 


Uterus. Length 63 inches. Some venous thrombosis in the 
wall; no signs of pus or abscesses, and no remains of placental tissue 
or membranes. Placental site on fundus. Interior of the uterus 
apparently healthy. 
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Kidneys. Weight 6 oz., congested, no pyemic abscesses. 

Spleen. Weight 9 oz., considerably enlarged, very soft. 

Liver. 4 lbs. 2 oz., pale and soft, otherwise normal. 

Lungs. Congested and emphysematous; one caseating focus, size 
of a bean, in the left lower lobe. Some puckering and scars at both 
apices. 

Heart. Normal. 


This complete pathological report is of great interest and contains 
many details which are of considerable clinical value. 

First there is the fact that although the smears from the uterus 
showed an involution form of streptococcus, this would not grow in 
culture media. The pathologists are of opinion that this was because 
the uterus had been washed out with lysol three days previously. 
This seems to be an extraordinary and important matter, indicating 
that though organisms were still present their power of multiplication 
was checked. 

Secondly it was found that while the uterine end of the right vein 
was septic and contained pus (fig. 3), the other end of the piece 
excised (fig. 4) contained a clot invaded only by a few leucocytes. 
In other words bacteriologically the operation might be considered 
successful. 

Thirdly there is the fact that the blood of the patient was sterile 
—at any rate intermittently. This condition is a favourable factor 
in the prognosis, and an indication that operative procedures might 
prove successful. 

The outstanding lesson, however, to be learnt from this case is 
that having made a diagnosis of septic thrombosis of the ovarian 
veins one should immediately act upon it, and not be turned aside by 
any considerations whatsoever. 

But of course it is not easy to make such a diagnosis in the first 
place; and, in the second, some may ask how far are we justified, if 
we can make it, in saying that the patient is bound to die unless we 
operate? In regard to the latter point I think no one will deny that 
as far as we know most of these cases do die. Early operation must 
therefore be aimed at, even though the patient is not dying at the 
time. It is our only chance of success in these acute cases. 

In regard to the diagnosis. If we find the patient in a deeply 
toxemic condition, with a freely movable uterus, and there is no 
evidence of effusion, and no tenderness of the uterus, whatever its 
size may be, I think the indications point very strongly towards 
sepsis in the veins. But if superadded to these signs we observe, at 
some time remote from parturition, that the cervix, especially the 
mucous lining, is of a deep purple colour, then I think we should 
feel confident of our diagnosis. This last sign, which I have not 
seen mentioned elsewhere, appears to me to be of considerable 
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practical importance. In this case I pointed it out, and made the 
conjecture as to its significance, before I had proof of my diagnosis. 
Had I operated on the veins then I might have saved my case. I 
allowed myself to be turned from my purpose by what I found in 
the uterus, which as I have already said was much enlarged and 
contained purulent fluid but was not tender. This last point should 
have had more weight with me. I think it is of great importance, 
and indicates that the main focus is not situated in the uterus. 

I do not wish to imply that the purple hue of the cervix indicates 
more than thrombosis of any of the main pelvic veins. In this case 
Texcluded, by rectal examination, thrombosis of the veins in the lower 
part of the broad ligaments, and was therefore able to make a positive 
diagnosis of ovarian thrombosis. The main point however is to be 
able to diagnose that septic thrombosis of any, or all, of the pelvic 
veins is the causal factor of the patient’s condition. It has been 
conclusively shown by the statistics of Trendelenberg and Lenhartz 
that of the cases of puerperal sepsis that die, in at least half the fatal 
lesion is septic “ thrombo-phlebitis.” This alone should be enough 
to make any thinking surgeon, once he has made his diagnosis, grasp 
at the only possible means of salvation. 

These patients, however, cannot stand much; the earlier we 
operate the less there will be to do. I have no doubt if I had been 
able to operate early enough, I should have found the vessels on the 
right side no worse than I found those on the left, and I might have 
doubted whether it was the operation that had saved the patient. 
We must not, I think, be led from our purpose by considerations of 
that sort; but having made a definite diagnosis apply the ligature to 
all the thrombosed vessels always and early. : 

I have not discussed any special details of technique, nor have I 
referred to removal of the uterus, for I do not want to confuse the 
main point at issue in a variety of other considerations which are 
only indirectly correlated. 

As far as one can gather from the literature—and this has been 
collected in a recent paper by H. N. Vineberg *—the cases which so 
far have been successfully operated upon have been of a subacute 
type, but I see no reason to doubt that early interference in the acute 
cases also will eventually lead to a considerable lessened mortality in 
puerperal pyemia; but a long series of cases alone can prove that it 
is the operation that is responsible for the result. At the same time 
we must not lose sight of the fact that continuous saline infusions, 
and possibly vaccines and sera, will always play a large part in the 
successful treatment of these desperate cases. 


* Vineberg, H. N. “Ligation of pelvic veins for puerperal pyemia. Report of 
a case.” American Journal of Obstetrics, March 1909. 
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Obituary. 


PETER HORROCKS, M.D., F.R.C.P., 
Late Obstetric Physician, Guy’s Hospital. 


As a student at Guy’s Hospital Horrocks had a distinguished career, 
securing the Treasurer’s gold medal in medicine at the M.B. examina- 
tion (1877). He intended to take up medicine, and was appointed 
Physician to the National Hospital for the Paralysed and Epileptic, and 
also had charge of the Electrical Department at Guy’s Hospital. The 
impending resignation of Dr. Braxton Hicks, however, led to his 
appointment as Assistant Obstetric Physician to Guy’s Hospital, and he 
at once threw his whole energy into his new work. From 1890 
to 1893 he was Secretary to the Obstetrical Society of London, and 
he was President of this Society during 1901-1902. He took great 
interest in the doings of the Obstetrical Society, and was a frequent 
speaker at the meetings. He wrote many articles, all bearing the 
imprint of a characteristic individuality. In 1898 he delivered the 
Hunterian Oration before the Hunterian Society, and he became a 
Fellow of the Royal College of Physicians in the same year. 

During his later years the claims of a busy private practice left 
Dr. Horrocks little time for teaching, but he attended regularly 
at the hospital on his operating days, and got through a great amount 
of work in this direction. While in charge of the Obstetrical Out- 
patients’ Department at Guy’s, he lived in St. Thomas’ Street, near the 
hospital. He was thus at hand to deal with the obstetric emergencies, 
and his experience in such cases was very great. Those who 
remember his out-patient afternoons will agree that Dr. Horrocks did 
much to advance the teaching of gynecology. . As a teacher he was 
full of robust energy, inclined to be dogmatic, and ever ready to 
illustrate his ideas with example and anecdote. His teaching and 
lectures were always popular among the students, and there is no 
doubt that the medical school at Guys’ owed much to his assistance. 

As a surgeon he was essentially practical and showed great 
judgment in dealing with difficult cases. Perhaps his most striking 
characteristic was the fearlessness with which he approached a difficult 
case. He never shirked what he thought would be a long, tedious opera- 
tion, and one could but admire the ready and prompt way in which he 
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dealt with the many surgical difficulties which arise from time to time. 
He was a successful operator, and he saw the dawn of aseptic abdominal 
surgery and adapted his methods to the improved state of things. 
He was fond of travelling, and he frequently visited Russia and 
Finland. His mountaineering adventures must still be fresh in the 
minds of many. It will be remembered that he nearly lost his life 
when climbing the Zinal Rothorn. Horrocks and his two guides 
fell from a narrow ledge below the summit of the mountain, and 
the front guide was killed, while Horrocks and the other guide were 
saved by the rope catching on arock.. This accident did not prevent 
him from pursuing his favourite pastime. 

Up to the summer of 1907 Dr. Horrocks had robust health, but 
symptoms of his fatal disease then appeared and an operation became 
necessary about Christmas of the same year. With his usual pluck 
and energy he continued his work, even though the symptoms 
recurred, and he even worked up to within three days of a second 
operation, which, as he himself knew, held out but a faint ray of hope. 
Dr. Horrocks once told the writer of this short notice that he would 
like to die in harness. He died on February 28th, 1909, within a few 
days of giving up active work. 
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REVIEWS OF CURRENT LITERATURE. 


Anzsthesia by Intravenous Injection. 

Bier (Muenchener m. Wcehns., 1909, No. 11, S. 589), in a communication to the 
Berlin Medical Society on March 10, 1909, pointed out that to procure local 
anesthesia it was necessary for the drug to penetrate the connective tissue sheath 
of the nerves, as had been essayed by endoneural injections, but that a better way 
was to supply the drug to the centres of the nerves through the circulation, by 
injecting it into a superficial vein. He had done this into a limb of the body from 
which all the blood had been expressed, with a 0°5 per cent. solution of novocain, 
using a Janet syringe of large size. After the expulsion of the blood, indiarubber 
bandages were applied above and below the field of operation. The injection must be 
made distally, as the rubber bandage does not offer adequate resistance to the force 
of the syringe. Anesthesia of the region between the rubber bandages is established 
one or two minutes after the injection, and of the entire arm in from 6 to 8 minutes. 
No poisonous effect is to be feared, as in the anemic limb the cocain very soon enters 
into combination with the protoplasm, The effect on the nerves is so great that 
mobility is abolished as well as sensibility. 

Venous anesthesia, he held, is not indicated except in cases in which local 
anesthesia is known to be insufficient, that is to say in major operations on the 
extremities ; it is contra-indicated in old cases of diabetes. The disadvantage of this 
form of anesthesia is its evanescence, for sensibility returns in a few minutes after 
the removal of the rubber tube, and it is therefore necessary to establish the 
hemostasis (ligature the arteries) in the bloodless limb, which is not an easy matter 
for the inexperienced. 

Venous anesthesia makes spinal anesthesia superfluous for operations on the 
extremities; Bier has now performed 138 major operations under it, and it only 
failed in 5 instances, all nervous patients, such as those in whom local anesthesia 
from time to time proves useless; moreover 3 of the 5 were children. 

The practical and theoretical importance of this address make it of interest even 
to gynecologists. 


Local Anesthesia for Dilatation of the Cervix and Operations on 
the Portio Vaginalis. 

O. Hennicu, Strassburg (Zentralb. f. Gyn., 1909, No. 15), obtains complete local 
anesthesia of the cervix in five minutes by injecting from 1°0 to 15cm. deep, at 
four places in the portio from 1 to 2ccm. of the following solution: R (. eucain 0°1, 
natrii chlorat. 0°06, adrenalin (1 pro mille) 0°8, aq. dest. ad 10°0. In one instance he 
met with arterial hemorrhage, so that caution seems required. 


A Typical Case of Postponed Chloroform Death. 

Srepet (Archiv }. Gyndk., Band lxxxviii, p. 167) has collected 8 cases of this 
fortunately rare fatality to which he adds his own, the 9th case. In every instance 
the victims were individuals who, apart from their local trouble, were quite well, 
they were comparatively young, stood the anesthetic apparently well and came 
round without disturbance. On the first day in such cases the pulse increases in 
rapidity to an abnormal height and becomes proportionately weaker, the temperature 
and general condition remain normal. During the second day jaundice sets in, the 
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secretion of urine becomes scanty, contains albumen and casts of various forms. 
The pulse still rises, but the temperature remains normal or becomes subnormal. 
The anesthetic sickness, which may have stopped during the first day, generally 
recurs during the second day; but there is free passing of flatus and the abdomen 
remains flat and painless. At the end of the second day consciousness becomes 
impaired, the icterus increases, the secretion of urine is further diminished, there 
may even be anuria, hiccough and screaming fits may supervene, and finally coma 
and death, characterized by symptoms of cholemia, uremia and cardiac failure. 
The pathological changes, which vary only in intensity, are: fatty degeneration of 
the liver, causing in some cases acute yellow atrophy—the liver cells necrose so that 
the outlines of the acini are obliterated and instead of normal liver-tissue there is a 
mass of débris and fat globules. In the same way the epithelium of the secreting 
tubules of the kidney become affected, so that single cells entirely lose their outline. 
The glomeruli escape the changes, as also do the straight tubules. The third organ 
affected is the heart, the muscle of which shows more or less advanced fatty 
degeneration. Sippel then describes his own case: The patient, aged 22 years, who 
had previously always enjoyed good health, was admitted for abdominal pain of 
two days’ duration. A tumour, the size of a 7 months pregnancy, was felt, and 
diagnosed as an ovarian tumour with torsion of the pedicle. It was removed by 
abdominal section, and proved to be a teratoma. The anesthetic was well borne 
by the patient; 60 grammes of chloroform were used and the operation took place 
at 9a.m., and lasted 50 minutes. She was only sick once during the morning. 
The pulse in the evening was 108, temperature 38° Celsius—which, as both had been 
higher before the operation, was considered satisfactory—the secretion of urine was 
normal. The next morning the temperature was 37'2° C., the pulse 106, the night 
had been good and there had been no sickness. During the afternoon the patient 
became restless, sickness set in, the pulse-rate increased, the abdomen was flaccid 
and not tender on pressure except in the liver region, the sclerotics were slightly 
jaundiced, and the urine was scanty, containing albumen. Gradually the patient 
became worse, and her condition gave the impression of a severe toxemia. Normal 
saline solution was given per rectum, and camphor, caffeine and digitalin, sub- 
cutaneously. During the following night deep coma and hiccough set in. On the 
third morning the temperature was 36°5°, the pulse 120. The abdomen was - 
unaltered ; the sickness and retching were continuous. The vomited matter was of a 
fluid, sanguineous nature. The bladder contained only a few drops of urine. The 
icterus was more pronounced. Subcutaneous saline infusions and one gelatine 
injection was given. In the evening the temperature was 36°8°, the pulse 132 
and very weak. There was complete anuria and death took place at 5 a.m. 

Professor Albrecht’s report of the autopsy says: Acute chloroform intoxication, 
characterized by acute fatty degeneration of heart, liver, kidneys, stomach and 
jejunum; hyperemia and cedema of the lungs. Blood in the stomach and upper 
part of the small intestines, the result of multiple hemorrhagic erosions of the 
mucous membrane. Very slight dilatation of the intestines, dilatation of both 
ventricles. No tuberculosis. Amputation stump of the right appendages; in some 
places old fibrous adhesions. Hemorrhage of the uterine mucous membrane. No 
fluid in the abdomen, no peritonitis or wound reaction. The microscopic examination 
showed the same changes mentioned by others. H. T. Hicks. 


The Treatment of Myoma and other Diseases of the Uterus by 
the Roentgen Rays. 


ALBERS-ScHONBERG, Hamburg (Muenchener m. Wchns., 1909, No. 17, S. 882), finds 
in the Roentgen rays an effectual means of inducing an artificial menopause, of 
diminishing the size of myomata, of lessening, or altogether arresting, hemorrhages 
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and other post-climacteric disturbances. Success is essentially dependent on the 
technique employed. Intramural myomata are the ones most benefited. No tumour 
increased in size during the treatment, some remained the same, but many were 
greatly diminished. Intermenstrual hemorrhages generally diminished at once, but 
menstrual ones sometimes increased in the first instance; tamponade may indeed be 
required. To obtain an artificial menopause, radiation of a duration of from 59 to 
80 minutes, altogether, was required; in older patients the time required was less 
than in younger ones whose ovaries have more power of resistance. The earliest 
instance of anticipated climax was in July 1908. In exsanguined women, the 
hemoglobin content was remarkably increased after radiation. After the climax the 
therapeutic effects were particularly good and frequently very few sittings were 
required. Postclimacteric troubles due to myoma, other than hemorrhage, were like- 
wise greatly relieved. No evil accidental effects were observed, and the omission 
symptoms of the artificial menopause were never severe. The radiation should be 
effected with tubes that remain permanently hard (6 to 8 Wehnelt): the strength 
was from 3 to 5 MA; each sitting lasted 6 minutes. Attempts were made to still 
further reduce the temperature in water-cooled tubes, by directing a stream of 
carbonic acid gas into the water. 


ManFrep FRANKEL, Berlin (ibid.), upon the basis of 80 gynecological cases so 
treated, reports that periodical troubles of all kinds of hemorrhages, dysmenorrhea, 
etc., may be relieved by the Roentgen rays. Very good results were obtained in some 
of 20 cases of myomata. Suggestive effects may be excluded. The best time for the 
treatment is immediately after the period, or in the first half of the interval. If the 
position of the ovaries can be determined, they are treated with a single tube, 
otherwise a larger surface is exposed to the rays. The umbilicus should be protected. 
The action of the rays on the skin can be controlled by pulling on the hairs of the 
part exposed. One case of osteomalacia was benefited; and in dysmenorrhea even 
very little radiation was efficient. In general nervousness depending on sexual 
neurasthenia the rays had a good effect, and they effectually checked non-infectious 


discharge. The application of the treatment by non-medical men should be 
forbidden. 


In the discussion of the above papers at the Fifth Congress of the German 
Roentgengesellschaft in Berlin last April: Apgen pointed out the very great changes 
in the size of myomatous tumours that occur spontaneously, especially in connection 
with menstruation. In exsanguined women operation should not be delayed; in 
other cases the Roentgen rays are'a valuable method of relief. It is only when there 
is inflammation of the tubes that the rays are dangerous: the inflammation may be 
stimulated and cause symptoms of peritonitis. Early pregnancy should, as far as 
possible, be excluded. 


Other speakers did not think the risk of inducing abortion serious. 


H. E. Scumipr had seen menstrual disturbances caused in about a dozen cases of 
the age of 15 to 25 years who were treated by the rays for acne or eczema. In one 


patient with a myoma, the rays not only stopped the bleeding but caused the 
expulsion of a tapeworm. 


A New Apparatus for the Disinfection of Indiarubber Gloves and 
Silk Catheters. 

M. Hevsner, Barmen (Zentralb. 7. Gyn., 1909, No. 17), finds in glycerine a fluid 
in which indiarubber gloves and silk catheters can be repeatedly sterilized by boiling, 
and has had a suitable apparatus constructed by Kuhneman, Berlin. The gloves are 
always sterile after heating for half an hour to 110° or 115°C.; the catheters may 


{ 
| 
i 
i 
“| 
q 
| 
i 
| 
] 


Vaginal Myoma 407 


remain in the apparatus for 24 hours. The high price of the glycerine, and of the 
apparatus, is a disadvantage; the former costs 120m. per litre, and one may want 
from one to six litres. The glycerine can, however, be purified again by filtration. 


Malignant Melanotic Tumour of the Preputium Clitoridis with 
numerous Metastases. 

Vers& (Muenchener m, Wcehns., 1909, No. 13, S. 681) recently exhibited at the 
Leipzig Medical Society a specimen from a case which is of interest in that death 
did not occur till five years and a quarter after extirpation of the primary tumour. 
In 1901, the patient’s left breast was extirpated for a fibroma. In September 1903, 
when the woman was 38 years old, the upper part of her vulva was removed (by 
Littauer) because of an elongated polypous melanotic tumour, the size of a cherry, in 
the preputium clitoridis, with small metastases in the neighbouring skin. Other 
metastases were afterwards removed; in October 1903, the right labium minus, for 
local recurrence; in September 1906 (during pregnancy), the left labium minus, the 
corresponding inguinal glands were extirpated also but were not diseased. In 
September 1907, the right inguinal glands were extirpated for a melanotic new growth 
the size of a walnut; and in April 1908, the right breast, which was beset with 
numerous melanotic nodules, was removed. In the summer of 1908 various melanotic 
tumours of the skin and metastases in the liver were found. The long interval of 
freedom between 1903 and 1906 is remarkable; it was after that interval, that small 
external metastatic tumours again made their appearance and also the growth, during 
pregnancy, in the remaining labium minus, a coincidence which seems under the 
circumstances, to have been merely accidental. Up to this time the woman had kept 
her health, but she afterwards became more and more cachectic and died from 
heart failure on January 9, 1909, shortly after the removal of 4 litres of brownish- 
coloured ascitic fluid. At the autopsy extensive metastases were found, especially in 
the liver, which weighed upwards of 12lb. and contained numerous circumscribed 
nodules of considerable size, some depressed from the surface in the form of a navel, 
and as a rule deep black in colour, though here and there some were isolated and 
unpigmented, closely resembling carcinomatous metastases. There were daughter 
tumours in the left ovary, in the right suprarenal body, in the stomach, pancreas, 
mesentery, in the fatty tissue below the epicardium, in the right lung, the brain, 
in certain glands in the skin, in the dorsal muscles, and in one lumbar vertebra the 
body of which was entirely destroyed. In the renal parenchyma there were a few 
tiny nodules only, and the spleen was free. Although there were some considerable 
metastases in the anterior central convolution of the left cerebral hemisphere, no 
symptoms depending on them appeared during life. In the sections of a small focus 
in the perivascular lymphatic glands, large epithelioid, deeply pigmented cells, were 
evident. The structure of the hepatic nodules, especially in the unpigmented parts, 
was exactly like that of a large-celled alveolar carcinoma. The primary tumour 
likewise showed rows of large epithelioid pigmented cells, but with traces of cell 
elements more spindle-shaped in form. The seat of origin in all probability was a 
naevus of the preputium clitoridis. 


Myoma of the Vagina and Hydronephrosis. 

Hasan (Zentralb. f. Gyn., No. 16, 1909) recently exhibited at the Obstetrical 
Society of Vienna a pure myoma of the vagina weighing 300 grammes (over half 
a pound), free from any glandular elements. The patient, a virgin aged 36, had been 
subject for several months to severe dysuria, and blood frequently appeared in her 
urine. Six years previously her right kidney had been removed for hydronephrosis. 
The vagina was almost blocked by a firm mass as big as a fist, which reached to the 
upper border of the symphysis and was firm, tuberous, not very movable, and free 
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from tenderness. The mucous membrane of the anterior vaginal wall adhered firmly 
to the surface of the mass. The cervix could hardly be reached, the uterus was 
anteverted, quite separate from the tumour, and not enlarged. Halban enucleated 
the mass with ease through an incision in the vaginal wall, and it proved, as above 
stated, to be a myoma, but he intended to examine it yet closer in order to ascertain, 
if possible, whether it might not have originated in Gartner’s duct. The base of the 
bladder was exposed by the enucleation. Halban found that the right ureter was 
atrophied, no doubt as a result of the removal of the kidney. The myoma was prob- 
ably in existence before that operation was performed, and might well have been 
the cause of the hydronephrosis, by pressing on the ureter. Unfortunately, the 
vagina was not examined before the dilated kidney was removed. Halban considers 
that the vagina and rectum should be explored in all patients with cystic kidney, and 
believes that in his case the kidney might have been saved. 

[See R. R. Smith, “Fibromyomatous Tumours of the Vagina,” Amer. Journ. 
Obstet., vol. xlv (1902), p. 145, also Fabricius (Zentralbl. f. Gyn., 1908, No. 86), who 
removed four tumours of that kind: one was complicated by uterine fibroid, and the 
patient was corpulent, so that diagnosis was difficult.] Asan Doran. 


Urology and Gynzcology. 
II. Congress of the German Urological Society, Berlin, April 19—22, 1909. 

Storcket, Marburg (Muenchener m. Wehns., 1909, No. 18, S. 984), the first 
reporter, said that the advances of science had made urology essential to the 
gynecologist, owing to the accidental injuries of the bladder and ureters in 
gynecological operations, and the development of bacteriology and of cystoscopy. 
Gynecologists had to learn urological diagnosis, and above all to learn to diagnose 
accurately, and this has led to the special study of urology in connection with 
gynecology, which has been of advantage to urology proper. It is now ascertained 
that it is unusual for the infection in gonorrheal urethritis to extend upwards; 
nor does gonorrhea form a foundation for tuberculosis, but cases with gynecological 
symptoms, and almost negative urinary conditions, have often proved to be ones of 
renal tuberculosis. In women inflammation of the neck of the bladder is extremely 
common: senile vesical catarrh, gangrene of the bladder due to an incarcerated 
pregnant uterus, and gangrene due to atrophy after extirpations, are all specific 
gynecological affections. Paracystic and paraureteric processes are ordinary sequel 
of gynecological pelvic cellulitis; moreover it seems that the three normal constric- 
tions of the ureter are of narrower calibre in woman than in man, so that in the 
former there is a greater disposition to obstruction by a stone. Foreign bodies such 
as sutures, operation instruments, hair, wax, bits of wadding and instruments used 
for abortive or onanistic purposes, frequently form nuclei for the formation of calculi. 
Among anomalous displacements he mentioned urethrocele after labour, urethral 
prolapse and cystocele. Dystrophy of the kidneys is favoured by slack abdominal 
walls, and vesical fistule are among the most ancient affections known to gynecologists 
as well as to urologists. 

Werrtuerm™ (ibid.) confined himself to the relations of operative gynecology to 
urology. The extended operation for the extirpation of the uterus, in particular, 
demanded the extensive exposure of the ureters and bladder, and he demonstrated 
on diagrams his method of operation as developed in about 500 cases. When the 
liberation of the carcinoma proved very difficult, it was advantageous to work from 
the ureter down towards the bladder. It had not been necessary to extirpate the 
ureter in more than one per cent. of the cases, indeed it was only in a single instance 
that the wall of the ureter had been involved in the disease; its resisting power 
must therefore be extremely great. Ureteral fistule had appeared after the operation 
in 29 cases, but direct injuries during the operation were extremely rare. The 
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spontaneous closure of the fistula was so common, that the idea of a nephrectomy need 
not be entertained for three or four months after the appearance of the fistula. 
Deficient nutrition, owing to free exposure of the ureter during the operation, must be 
accepted as the cause of fistula. In regard to the bladder, paralysis was an almost 
constant result of its free detachment, and there was residual urine for a fortnight 
after the operation. Prophylactic irrigation is indicated after every introduction of 
the catheter. The ureter, also, seems to have its function impaired by detachment. 
In 13 instances in which the ureter was injured during the operation, an attempt 
was made at repair by implanting it in the bladder or in the other ureter. For 
post-operative ureteral fistule, nephrectomy is the best course. The ureter is far 
more endangered in the extended vaginal operation for cancer than in the abdominal 
one. [For instances of spontaneous closing of a uretero-vaginal fistula—Franz, ibid, 
Bd. 1, Heft 1, and v. Latzko, Zentralb. f. Gyn., 1909, No. 16, S. 573.) 


Nephrectomy for Ureteral Fistula. 

H. Fritscu, Bonn (Zeits. f. Gynadk. Urologie, Bd. i, Heft 3), while admitting that 
the technique of implantation of the ureter has been admirably developed and much 
simplified, holds that individual cases must occur in which one has to abstain from 
that procedure, and is forced to extirpate the kidney on account of the existence of 
the ureteral fistula. He reports several cases of the kind: The ground for the 
extirpation in one case was disease of the kidney above the fistula (purulent inter- 
stitial nephritis); in two others, the impossibility of implantation, the end of the 
ureter lying too far away from the bladder; in a fourth case, abnormal softness and 
frangibility of the ureter, and in the last, the presence of peritonitis which rendered 
healing by first intention improbable. 


Changes in the Kidney in Cases of Ureterovaginal Fistule. 

H. Putser, Breslau (ibid.), has collected all the cases of nephrectomy for ureteral 
fistula hitherto published with their clinical details and pathological anatomy, and 
deduces from this material, that in the kidney of the fistulous ureter processes occur 
which lead to the deterioration, and sometimes even to the destruction, of the renal 
parenchyma. He reports three cases treated by Asch. The practical value of the 
paper, which is illustrated with a coloured plate and four figures in the text, 
is that it proves that in the kidney of a fistulous ureter a kind of spontaneous 
cure may occur which may render a secondary operation unnecessary. 


Oidium Albicans Vaginalis. 

V. Vasttescu, Bucharest (Schmid’s Jahrb., 1909, Heft v, S. 186), has seen many 
cases in which affections of the vaginal mucosa were undoubtedly due to oidium 
albicans. The white covering on the mucosa bore the closest resemblance to 
diphtheria. Experiments on animals proved that this fungus is by no means an 
indifferent growth, but may develope pathogenic qualities. Intravenous injections of 
bouillon cultures of the fungus in rabbits caused the death of the subjects in from 
20 to 30 days, and the oidium was present in pure culture in all the organs even in 
the urinary bladder. 


Extreme Stenosis of the Vagina after Spontaneous Childbirth. 

8. Samson, Berlin (Zentralb. f. Gyn., 1909, No. 12) says: In a woman who, 5 
years previously, had given birth to a dead child without any medical assistance, after 
a labour of twelve hours, Samson found that nearly the whole of the vagina had 
been converted into cicatricial tissue and that there was a vesico-vaginal fistula. By 
tamponade and stretching he managed to dilate the constricted canal considerably. 
An operation to close the fistula was unsuccessful. 
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Subtotal Amputation of Uterus to Preserve the Menstrual 
Function. 

Howarp Katty (Amer, Journ, Obstet., April 1909) insists that in all non- 
malignant affections of the uterus during the period of functional activity of the 
sexual organs, conservatism is the ideal plan of treatment. Radical operations are 
practised freely, being easy and brilliant. Kelly, on the other hand, prefers myo- 
mectomy to amputation of the fibroid uterus; he also advocates another form of 
conservatism, the preservation of a portion of the uterine body when the greater 
part is amputated for fibroid disease and for certain hemorrhagic conditions in- 
dependent of myoma. Experience has taught him that it is not only right to save 
one or both of the ovaries provided that they are free from disease, but that a portion 
of the uterine body above the cervix with its mucosa must also be left behind, when 
the patients have not passed the menopause. Operating on this principle he has 
succeeding in avoiding the suppression of menstruation after operation in many cases 
of non-malignant disease, usually treated by cervical amputation of the uterus or 
panhysterectomy. Kelly admits that Zweifel and Spinelli showed the advantages of 
preserving a piece of the uterine mucosa ten years ago and, further, observes that 
the reporter has published a series of after-histories of his own subtotal hysterectomies 
(Trans. Obstet. Soc. Lond., vol. xlvii, 1905, p. 363) in which the benefits which follow 
preservation of the uterine mucosa were made manifest. Kelly also notes how the 
reporter pointed out that in certain cases where some endometrium was spared the 
period became irregular and never re-appeared, which probably meant that the 
preserved mucosa was diseased, or was damaged during the operation, or destroyed 
by cicatricial tissue. 

Howard Kelly finds that in the conservative subtotal operation it is sufficient to 
retain a little pocket of the mucosa within the uterus big enough to lodge the end 
of the little finger, whilst more should be kept if possible. With the mucosa the 
surrounding muscular tissue is retained. Kelly practises two styles of amputation, 
one horizontal the other vertical. The horizontal operation is preferable for fibroid 
uteri. The uterus is amputated well above the os internum, and the uterine vessels 
must be tied at the level of the circular incision, so that the stump may have a good 
vascular supply. The vertical operation is practised by Kelly for the removal of a 
subinvoluted hemorrhagic uterus. It does not reduce the length of the organ but 
greatly diminishes its breadth. A wedge is taken out of the centre of the uterine 
body, the base being at the fundus and the apex towards the cervix. The two sides 
of the uterus are then approximated and closed with catgut sutures. After both the 
horizontal and the vertical operation a little uterus or utriculus is left behind, which 
continues to menstruate moderately, and the unpleasant sequele observed after the 
more radical operations do not follow. Kelly has had no cases of subsequent 
suvppuration or hematometra. There is little risk of return of disease in fibroid 
cases as the flaps are not thick, so that any “seedling tumours” can be recognized 
by touch during the operation, and excised. Kelly concludes with an instructive 
analysis of nine cases of this conservative operation. 

[The reporter can claim many more satisfactory results since those which were 
published in the analysis of sixty of his own operations to which Kelly refers. A 
few good series of after-histories of panhysterectomy for uterine fibroid are urgently 
needed, but they are not as yet at our disposal. Rep.] Axpan Doran. 


The Treatment of Uterine Heemorrhage with Serum. 

W. Bussz, Jena (Zentralb. 7. Gyn., 1909, No. 7), reports upon 10 cases of uterine 
hemorrhage not depending upon anatomical changes, which persisted in spite of 
curettement and vaporisation, and were then treated in the Jena Klinik by intra- 
muscular injection of fresh human serum (10—20cm.) with such satisfactory result 
as to encourage further trial of the method. 
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Fatal Intoxication from the Intra-Uterine use of Chloride of Zinc. 

P. Burrersack, Heilbronn (Monats. f. Geb. u. Gyn., Bd. xxix, Ht. 1), reports in 
detail a case of abortion in the third pregnancy of a woman of 27, in which a 
10—15 per cent. alcoholic solution of chloride of zinc was applied three times, as an 
intra-uterine caustic, by means of a probe wrapped in cotton wool. Acute nephritis 
followed and proved fatal in about two months. Details of the autopsy are given, 
and after a full consideration of the clinical course and pathological anatomy, of the 
case, Buttersack concludes that: (1) The process of contraction in the kidney in toxic 
nephritis may develop in a shorter time than has been supposed; (2) The case shows 
the danger of the resorbtion of zinc, that it may be stored up in the system for 
63 days, not only owing to inadequate excretion but from being repeatedly resorbed, 
moreover, that nephritis is the most marked symptom of zinc poisoning. The extreme 
toxity of zinc albuminate, discovered experimentally, is proved clinically. The dis- 
turbance of function does not coincide with the anatomical changes; (8) The danger 
of the use of chloride of zinc should be insisted upon in the text-books of medicine; 
(4) The statement of Hofmeier that in his opinion the use of concentrated solutions 
of chloride of zinc for anything beyond purely local caustic purposes had better be 
abandoned, must be generally accepted. 

[For Hofmeier, v. ante, vol. xiii, p. 126.] 


The Treatment of Retrodisplacements of the Uterus. 

J. M. Batpy (Surgery, Gynecology and Obstetrics, April, 1909) lays down the 
rule that retro-displacements of the uterus are generally coincident with other pelvic 
lesions, and, where such is the case, the symptoms almost always arise from the 
associated disease. He describes the procedure which he has employed, during the 
last twelve years, for suspending the retroverted uterus. On each side a fold of 
the round ligament is brought through a perforation in the broad ligament close to 
the uterus and immediately under the ovarian ligament. The folds are sutured to 
each other and to the back of the uterus. By this means the uterus is not only 
elevated and its fundus carried forward to its normal position, but its movements are 
unhampered, and the ovaries also are raised and supported. There is a long 
discussion on the mechanism of the forces at play in his operation and in other 
operations in which the round ligaments are made use of. He claims that his - 
operation satisfies all theoretical requirements and gives perfect functional results. 
The paper is well illustrated. Mires H. Puitxips. 


Operations for Retroflexion: Vaginal Fixation. 

J. SONNENFELD (Berliner kl. Wochns., 1909, No. 14) holds that the Alexander- 
Adams operation is no adequate substitute for colpotomy and vaginal fixation, and 
he advises that every anterior colpotomy should be supplemented by vaginal fixation 
of the uterus, which he describes as absolutely free from danger. The edges of the 


vaginal incision should be most carefully adapted and the wound sewn up as closely 
as possible. 


R. Wertx, Bonn (Zentralb. 7. Gyn., 1909, No. 14), for the operative treatment 
of complicated retroflexion proposes, after Pfannenstiel’s tranverse incision, to bring 
forward the round ligaments and, after detaching the external aponeurosis, to open 
the canal subfascially, and to shorten the ligaments and suture them to the canal. 


O. Kistner, Breslau (Zentralb. f. Gyn., 1909, No. 2), has for many years held 
the Alexander-Adams operation to be the operation of choice for mobile retroflexion, 
and, on the ground of accumulated experience of favourable results, considers this 
operation indicated even for fixed retroflexion, provided that the adhesions and 
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other complications have just been successfully dealt with by laparotomy. That is to 
say, for fixed retroflexion he recommends the combination of the Alexander-Adams 
operation with laparotomy. He recommends his own transverse incision prolonged 
at each end, so that the operation can be conveniently completed in the inguinal 
canal. He points out the danger of including the broad ligament in a ligature 
en masse when extirpating an ovary, as an injurious traction backwards is then put 
in action upon the uterus; the spouting vessels should be tied separately and the 
wound in the peritoneum then stitched up. In regard to Menge’s method of 
intraperitoneal shortening of the broad ligaments and then stitching them to the 
uterus, he points out that the symperitoneal fixation so established will soon stretch. 


Vesicovaginal Fixation of the Uterus and its Results. 

Fucus (Gyndkologische Rundschau, 1909, No. 7) compares the methods of 
fixation practised by Schauta and Wertheim. He has practised Schauta’s method 
himself in 51 cases and his results show that in 47 per cent. of the cases a complete 
cure of prolapse was obtained. It is in many cases necessary to amputate the cervix 
and neglect of this accounts for many failures of the operation. Abnormal enlarge- 
ment of the uterus or senile atrophy, contraindicate the operation. Resection of the 
corpus uteri is, however, recommended by Pfannenstiel. Wertheim’s operation is 
more suitable to cases in which there is marked difference between the size of the 
uterus and that of the prevesical space. E. Scorr CaRMICHAEL. 


Pelvic Incarceration of the Retroflexed Gravid Uterus, with 
Prolapse of the Cervix. 

Covuvetatre (Compt. Rend. de la Soc. d’Obst., etc., Paris, Feb.-March, 1909).— 
The notes of the case are given as an example how direct compression of the urethra 
by the cervix causes retention of urine in cases of retroflexion of the gravid uterus. 

The patient, a tertipara, aged 28 years, was admitted into hospital on account 
of retention of urine which had occurred somewhat suddenly 48 hours previously ; 
she was said to be about 44 months pregnant. Her previous health had been good, 
and there had been no trouble during her former pregnancies, nor was there any 
indication present of pelvic deformity. There had been slight vomiting of short 
duration at the onset of pregnancy. On admission the patient appeared to be 
suffering considerably from pain; the abdomen was distended, and a large swelling 
was felt extending up to near the umbilicus. One litre of urine was drawn off by 
catheter, and an hour later, a second litre having been removed, the bladder was 
completely emptied. After an enema had been given the abdomen was found to be 
soft, but no mass corresponding to the uterus could be felt. On vaginal examination 
the cervix was found close behind the symphysis pubis; the uterus was felt in the 
posterior fornix almost filling the whole of the true pelvis. The catheter was passed 
three times a day and several attempts at replacement were made by the vaginal 
and rectal routes, but on the 2nd day the uterus was pushed up into the abdominal 
cavity by pressure of the fingers in the vagina, and was found to rise up to within 
two fingers’ breadth of the umbilicus. The reposition was performed without the 
aid of an anesthetic, and the patient passed urine without any discomfort two hours 
afterwards. Recovery was insured by keeping her on her back for about a week. 

A. Loviss McIzroy. 


Vesical Hemorrhage in cases of Incarceration of a Gravid Retro- 
flected Uterus. 

K. Batscx, Munich (Zentralb. f. Gyn., 1909, No. 17, S. 602).—Vesical hemorrhages 

with incarcerated retroflexion of the gravid uterus are rarely profuse, generally 

merely a mixture of blood in ammoniacally decomposed urine, and they are however 
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rightly considered to be alarming precursors of the onset of gangrene of the vesical 
mucosa. The etiology of cases in which the bladder is filled with blood, nearly pure or 
mixed with very little water, is a very different matter, and only a few such cases 
have been recorded (Kroner, Reeb, Rasch and Chambers). Baisch’s case was as 
follows: In a quintipara with typical incarcerated retroflexion, in the fifth month, a 
large quantity of fluid blood was removed with the catheter. Under narcosis the 
uterus was easily replaced, and under forcible pressure on the bladder, a further 
considerable quantity of blood in clots was discharged. The following day the urine 
had lost its bloody colour and soon became perfectly clear. Cystoscopy three days 
after reposition showed that there was no cystitis, the mucosa was perfectly clean, 
without ulcer or defect, but the vessels, especially the veins, were everywhere much 
dilated and there was much bullous oedema in the lowest section of the bladder. 
Baisch thinks that the view, put forward by Kroner and Dihrssen, that in such 
cases the bleeding is ex vacuo, or in vacuum, to be incorrect, and suggests the 
following explanation: The portio displaced high above the symphysis, by dragging 
on the bladder causes a distortion of that viscus, in which the blood-vessels, which 
pass on to it at that very spot, soon share. Extreme congestion of the venous 
blood is the result, as may be seen from the great distension of the veins which 
was still present three days after reposition. Now if the bladder be emptied 
without the disturbance in the circulation being remedied at the same time, by 
correction of the position of the uterus, when the internal pressure afforded by the 
urine in the bladder is removed, edema and hemorrhage must result. It follows 
that the treatment sometimes proposed of merely using the catheter, without securing 
the spontaneous recurrence of the normal condition of the bladder by the simultaneous 
reposition of the uterus, is a mistake. 

E. Hoxzpacu, Tiibingen (Zeits. ~. gyndk. Urologie, Bd. i, Heft 3), reports a case 
of vesical hemorrhage depending on a merely mechanical cause, that is to say, upon 
the sudden slipping out of the pelvis of an incarcerated segment of the uterus in the 
5th or 6th month of pregnancy. 


The Treatment of Suppurative Processes with Antizymotic Serum 

A, Fucus, Breslau (Zentralb. f. Gyn., 1909, No. 9), like others believes in the 
efficacy of Eduard Miiller’s method of treating certain suppurative processes with” 
serum containing antiferments. Instead of ascitic, or hydrocele fluids, which are not 
always to be easily obtained, he employed Merck’s leucofermentin, an equine serum 
of constant value, and with it treated 7 cases of post-operative abscesses of the 
abdominal wall, two cavities tamponed in Mikulicz’s way and a pelvic exsudation 
incised from the vagina. Fuchs found that from the moment the leucofermentin 
had been applied and had saturated the surface of the abscess cavity, the healing of 
the wound assumed a different and more healthy character. The discharge decreased in 
quantity and after a few days became serous. The wounded surface in one or two 
days became clean and covered with laudable granulations, and it was especially 
noticeable that there was no further breaking down of tissue. The cases suitable for 
this treatment are circumscribed warm abscesses, in which the serum can be applied 
durectly to the wound surface, if need be, with a syringe. No injurious effect was 
noticed. The cavities may be plugged with gauze soaked in the serum. It seems 
that in one case, a puerperal mastitis, Fuchs found the serum useless—but it was an 
instance of multiple small abscesses which, of course, required incision. 


On the Protective Measures in the Peritoneal Cavity, and the 
Functional Treatment of Patients after Laparotomy. 

O. Wirzet, Diisseldorf (Muenchener m. Wchns., 1909, No. 6, S. 269), like many 

recent writers, looks upon the peritoneum as the special field for protective work. 
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That great double fold of the serosa, the omentum, is the source of the first line of 
defence, the protective adhesions. On the other hand the work of purification is 
carried on by the stream of lymph which is constantly flowing through the peritoneal 
cavity, the largest lymph channel in the body. In the closed abdomen this stream 
performs, as it were, an autolavage, coming from the blood into the peritoneal cavity 
and carrying from thence the noxious matters into the blood and juices of the 
tissues, in which they are rendered harmless or, if not, prove fatal to the patient. 
By means of drainage one may lead more or less of this stream of lymph out of the 
body, and naturally this portion should contain all or most of its injurious contents. 
Technically it is important to keep the path of the draining gauze open by means of 
a stiff drainage tube; instead of Mikulicz tamponade Witzel recommends that the bag 
of gauze should be pushed well into the bottom of all pockets and that then only 
three glass drainage tubes, each ending in a fenestrated bulb, should be passed into 
the bag from without. Moreover, during the operation, the peritoneum is to be 
spared in every way possible, and instead of the usual method of protecting and 
pressing away the intestines with compresses, Witzel recommends a_ threefold 
systematic method and drawing forward of the organ to be operated upon. This, 
which he calls the bipartitio cavi abdominis (the shutting off of one, generally the 
larger, part of it which has not to be further touched, from the other in which, when 
brought forward as much as may be, the work has to be done), is effected by an 
internal, and an external compress, with an outer compress changed from time to 
time, all three wetted with warm physiological salt solution. The technique should 
be easy to master. The organ to be operated on must have been drawn as much as 
possible anterior to the abdominal wall where, with Witzel’s compresses, it will 
remain of itself, so that it need not be laid hold of any further, and the operation 
can be completed in the most sparing way possible. Illustrations are given ex- 
emplifying four cases: appendicectomy, a pelvic operation, a gastro-enterostomy and 
a cholecystectomy. 


The aftertreatment should be functional; peristalsis is to be induced early, in the 
first place, by giving nourishment early, and then, by frequently warming the abdomen : 
deep breathing exercises are important and, also, but not as a routine measure, early 


rising from bed, but always with consideration of the conditions of the individual 
case. 


The Influence of Castration and Hysterectomy on the subsequent 
condition of the patients. 

Pankow, Freiburg (Muenchener m. Wehns,, 1909, No, 6, 8. 265) has personally 
investigated the condition of 150 women after hysterectomy. He found it necessary 
to divide them into two groups: (1) Women who, previous to the operation, had 
alrvady suffered from nervous trouble or in whom a hystero-neurasthenia had existed ; 
and (2) women in whom before the operation the nervous system had been healthy. 
Those nervous affections, about which Fritsch and others have warned us, are wont 
to be accompanied by troubles such as headache, giddiness, cardiac palpation, agita- 
tion, &c., which are commonly looked upon as omission symptoms. Moreover, one: 
must distinguish between the disturbances which occur at the end of what would be 
the menstrual period, the molimina menstrualia, and the so-called omission symptoms 
whose appearance is not characterized by such periodicity. The molimina menstrualia 
are chiefly of a local nature; pains in the sacrum, back and abdomen, and pains and 
feelings of pressure in the pelvis, though, just as in dysmenorthea, they are accom- 
panied by symptoms of vasomotor disturbance of a more general kind, such as head- 
ache, cardiac palpitation, and congestion of blood. It seems probable that these 
symptoms depend on some central process. These molimina, when observed after 
the operation, had invariable been present before it; they generally disappeared in 
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from six to twelve months after the operation, after hysterectomy sometimes immedi- 
ately, but, in women disposed to neuroses, the associated general symptoms sometimes 
became more troublesome. 

As regards omission symptoms Pankow’s researches show that a distinction must 
be drawn between those that are ovarian (after castration) and those that are uterine 
(after hysterectomy). The ovarian symptoms consist in a secondary atrophy of the 
remaining genitals which never occurs after simple hysterectomy. Moreover, a great, 
almost pathological, increase in the fatty tissues of the body is noticed, nearly always 
after castration but only rarely after hysterectomy, and in contrast to the effect of 
castration, most rarely in young women. The serious psychical disturbances which 
frequently supervene after castration, particularly in young women, are never seen 
after simple extirpation of the uterus. The vasomotor troubles already mentioned, 
together with cardialgia, headache and giddiness, may occur, and even persist, after 
hysterectomy as after castration, but they are not so severe, and it is the more 
elderly woman who are so affected. The uterine omission symptoms do not depend 
upon atrophic changes in the ovaries but entirely upon the absence of the uterus 
itself, an organ that is probably the source of an internal secretion. 


Injuries to the Intestines in Gynzcological Operations. 

A. Barts, Dantzic (Monatss. f. Geb. u. Gyn., Bd. xxix, Heft 2, S. 153), says 
that as far as the gynecologist is concerned, intestinal injuries occur most frequently 
in difficult operations on the adnexa, not so often in enucleation of intraligamentary 
ovarian tumours with inflammatory adhesions, and much more seldom in extirpations 
of the uterus. One should realize that in the separation of adherent loops of 
intestine, lesion of the serosa is the rule, and of the musculosa, frequent, and that 
if the superficial intestinal wound is inadequately treated subsequent perforation of 
the bowel may occur owing to disturbed nutrition. The best way of avoiding such 
perforation is that, in such cases, one should not only sew up the portion of gut that 
has been deprived of its serosa, but give it a plastic covering of omentum which is 
the most efficient means of preventing inadequate nourishment of the injured bowel. 
Should, however, perforation have occurred at a place shut off from the rest of the 
peritoneal cavity by adhesions, even large intestinal fistule with considerable fecal 


discharge into the wound, are not directly dangerous provided that sufficiently free 


discharge is secured. Penetrating wounds of the bowel are very serious and must 
in every possible way be avoided. The firmer and more callous the adhesions, the 
more dangerous is their blunt separation, and the more advisable is it to proceed 
step by step with knife and scissors in their division. And this is especially the case 
with regard to adhesions to the rectum, deep down in the pelvis, such as are not 
uncommonly found in cases of ovarian cysts and of pyosalpinx. If during an 
operation a perforating injury of the intestine should happen, primary suture of the 
intestine and tamponade of the cavity of the main wound, must be undertaken to 
protect the peritoneal cavity against secondary infection. For smaller non- 
perforating injuries of the large bowel one may be satisfied with suture, and so also 
for the small intestine. Should many injuries have occurred, the circular resection 
of even a large portion of the intestine, including all the injuries, may be considered, 
always provided that the sections are made in sound intestinal tissue. In other 
cases it may be better to do no more than provisorily close the perforations and plug 
the main wound, prepared to deal with any fecal fistule that may occur according to 
the conditions of the case. Most of fistule heal spontaneously. 


Tetanus after Dilatation and Curettage of the Uterus and 
Shortening of the Round Ligaments ; Chloretone adminis- 
tered ; Recovery. 

Revsen Pererson (Amer. Jour. Obst., April 1909) reported to the Chicago 

Gynecological Society the case of a single girl, aged 19, suffering from dysmenorrhea, 


; 
4 
in 
} | 
i 
13 q 
7 
| 
if 
— 
i 
is 
ik 
— 
{ i 
if 
.—l 
if 
i 
q 
i 
th 
te 
— 


| 


416 Journal of Obstetrics and Gynecology 


upon whom he operated in a private hospital. He supervised, as usual, the minutest 
details of aseptic technique. He dilated the uterus and applied the curette, and 
then shortened the round ligaments without opening the peritoneal cavity. On the 
twelfth day, the patient complained of stiffness of the jaws; there was no evidence 
of parotitis and Peterson suspected hysteria. On the evening of the third day she 
had spasms of the jaws in her sleep and bit her tongue badly, and on the next 
morning, trismus supervened with painful spasms of the muscles of the back. 
Peterson invited the assistance of Hutchings of Detroit, who had recently treated 
with success five cases of tetanus, three very virulent, due to “Fourth of July 
accidents,” employing chloretone. Hutchings gave Peterson’s patient 60 grains of 
that compound and an enema of hot olive oil. The spasms of the jaw and back 
relaxed and she became quite comfortable though drowsy. Then 1,500 units of anti- 
tetanic serum were given, and on the following day this dese was repeated, but 
Peterson doubts whether it had much effect on the course of the disease. The 
good results, he insists, came from the antispasmodic effects of the chloretone. 
After the first dose of chloretone the patient had no spasms of the jaws and 
could open them wide enough to admit her forefinger. On the next morning, 
however, the tetanic spasms came on again. Sixty more grains of chloretone 
were injected into the rectum and the tetanic symptoms ceased and did not recur. 
The patient recovered without any further complication. Samples of the catgut 
employed at the operation were tested by an eminent bacteriologist, Professor Novy, 
and were found free from germs. “The wound” (Peterson means, we suppose, 
one of the wounds made in the groin for shortening of the round ligaments) healed 
by first intention with the exception of a small point at one extremity where a 
blister developed. It contained clear serum which was tested, but the tetanus bacillus 
could not be isolated, the cultures only showing staphylococci. ABan Doran. 


Mesenterial Occlusion of the Duodenum. 

Srmmonps (Muenchener m. Wehns., 1909, No. 13, S. 680) reported to the Hamburg 
Medical Society, with the production of post mortem evidence, the following cases : 
(1) A maiden, aged 23, under treatment for ulcerated hemorrhoids, for some un- 
known reason was attacked with obstinate vomiting, and died after a few days. 
There was enormous dilatation of the stomach and duodenum; gastroptosis and 
ileoptosis. The duodenum was constricted by the radix mesenterii. ‘The peritoneum 
was intact. (2) A woman, aged 33, contracted pneumonia after childbirth, and for 
the two days before her death had most obstinate vomiting. The autopsy proved 
that there was no peritonitis but there was extreme dilatation of the stomach, and 
of the duodenum which was closely constricted by the radix mesenterii. The con- 
volutions of the small intestine were empty and depressed. Simmonds thinks that in 
both cases existing gastroptosis and ileoptosis, with acute ectasis of the stomach 
which led to further depression of the small intestine, had led to the constriction of 
the duodenum by the mesentery. This constriction was proved by the sharp dis- 
tinction between the distended and empty sections of the bowel. He admits, however, 
that in many cases the same results may follow acute flexion of the duodenum due 
to extreme ectasis of a fallen stomach. This process with the simultaneous action of 
the mesentery may often cause extreme cbstruction of the duodenum. Simmonds 
prefers Albrect’s term, “mesenterial occlusion of the duodenum” to “arterio- 
mesenterial intestinal occlusion” more generally employed. [v. ante, vol, xiv, 
pp. 122, 210, 285.) 


Symptoms of Ileus due to a Myoma. 
Grinsaum (Muenchener m, Wcehns., 1909, No. 18, S. 685) exhibited, at the 
Niirnberg Medical Society, a myomatous uterus removed by supravaginal amputation 
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from a nullipara aged 32. At corresponding parts of the anterior and posterior walls 
two circumscribed myomata had developed, each to the size of a small child’s head. 
The tumour of the posterior wall was incarcerated and had become necrotic. The 
uterus itself was greatly compressed by the tumours and much elongated. The 
indication for the operation had not been increased hemorrhage, but symptoms 
resembling ileus due to pressure of the posterior tumour upon the rectum. The 
woman had been discharged well 12 days after the operation, 


Fibroid with Pregnancy; Hysterectomy. 

BonnatReE and Brinpgav (Bull. Soc. d’Obst., Paris, March, 1909).—The chief point 
of interest in this case lies in the difficulty experienced by the authors in making a 
diagnosis. 

The patient, a primipara, aged 29 years, had been married for ten years. Her 
last period occurred on Ist June, 1908, and previously menstruation had always 
been regular, no account being given of any discomfort. About the 15th of July 
she experienced severe abdominal pain, and vaginal hemorrhage with clots, and had 
to stay in bed for three weeks. On 13th October, the pain and hemorrhage having 
become worse, she was admited into hospital. On examination, which was difficult 
owing to her obesity, some distension of the abdomen was observed, and on 
palpation a slight fulness with tenderness in the left iliac region. The cervix was 
found behind the symphysis pubis, the uterus was enlarged, with the fundus forwards. 
A hard prominent tumour was felt in the posterior fornix, tender but unconnected 
with the body of the uterus. The diagnosis of hematocele was made, but on a 
second examination some hours later the tumour mass was found to be higher up and 
more easily palpated; a tender and hard swelling was felt under the abdominal wall 
in front. There was great abdominal tenderness and some vomiting and the possibility 
of the condition being a ruptured ectopic gestation or a fibroid with peritonitic 
complications was discussed. 

Abdominal ceeliotomy was performed on the 2nd November, and the uterus was 
found to be irregular in outline and extending up to near the umbilicus. A fibroid 
about the size of the fist was found embedded in Douglas’s pouch and was enucleated 
with great difficulty, having a pedicle over an inch in breadth. As other tumours 
were found in the wall of the uterus hysterectomy was performed, the patient making: 
a good recovery. The history and symptoms pointed to the diagnosis of a ruptured 
tubal gestation; the only point in favour of a fibroid with pregnancy, was the 
rapid increase in size of the tumour. On examination of the specimen removed the 
uterus was found to contain a four months’ fcetus. A. Louise McIzroy. 


Carcinoma in the Stump after Supravaginal Amputation of the 
Myomatous Uterus. 

Georc Unt (Muenchener m. Wehns., 1909, No. 16, S. 827) in his Strassburg Thesis 
comes to the following conclusions: The so-called stump cancers which develop after 
supravaginal amputation of myomatous uteri fall into two classes. In one, the 
disease is present in the collum before the amputation; in the other the stump 
cancer signifies merely the occurrence, in the lips of the cervix, at the spot known 
to be disposed to it, of the ordinary cancer of the portico. In neither class has 
the cancer of the stump any direct connection with the myoma or with the 
amputation. 


Unusual Metastases of Uterine Carcinoma in Muscular Tissue, 
Ureter, Glands, and Mediastinum. 

H. Orrercetp, Frankfort (Monatss. f. Geb. u. Gyn., Bd. xxix, Heft 2), finds that 

metastases of carcinoma of the uterus, in the striped musculosa are extremely 
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rare; secondary growths in the myocardium are not so uncommon; they are only 
met with in the advanced stages of the disease and invariably are established through 
the blood. The clinical symptoms of these metastases are variable according to the 
function of the muscle affected, and, on account of the paucity of the clinical 
phenomena, the muscular system should be thoroughly investigated at every autopsy. 

The wall of the ureter is, to some extent, immune from cancer; in two of the 
known cases, the post mortem proved the cancer to’ have been inoperable, in a third, 
the operation was performed with good result. Nothing is known of the method 
of extension and clinical course. After autopsies the ureters, even if apparently 
intact, should be examined to ascertain whether microscopically their wall may not 
exhibit cancerous infiltration. 

Carcinoma of the thoracic duct is not such an uncommon result of carcinoma of 
the uterus. The secondary disease is then propagated by the lymph through the 
inguinal, hypogastric and lumbar plexuses which discharge into the thoracic duct; 
it is particularly important as it may be the source of further hematogenous 
metastases. It remains to be determined by the strictest investigation at autopsies 
in the future. 

Carcinoma of the supra- and the infra-clavicular glands is not found secondary to 
carcinoma of the uterus, unless the disease has affected the glands. It arises 
exclusively through the lymph channels and thoracic duct, the left side being far 
more frequently affected on account of the anatomical conditions. 

In uterine carcinoma the mediastinal lymph glands are not infrequently affected, 
but secondary carcinoma of the mediastinum itself is very rare. Mediastinal 
metastatic tumours arise through the lymph stream, either directly or by retrograde 
transport. 


Echinococcus of the Internal Female Genitalia. 

M. Gerscnonowitscu (I.D., Breslau, 1908; Zentralb. f. Gyn., 1909, No. 20, S. 708) 
describes 4 cases of echinococcus in the female pelvis observed in the Breslau 
Frauenklinik. In the first case a very large hydatid cyst extended down into the’ 
pelvis without directly involving the genital organs. It lay below that part of 
the great omentum which extends from the larger curve of the stomach to the 
transverse colon, which latter was depressed down to the brim of the pelvis. In 
two other cases the bilateral convoluted hydatid cysts lay in front of the pelvic 
connective tissue and peritoneum. In one, the right ovary was affected, a large 
hydatid mass depending from it; in the other, there was a pregnancy of the 35th 
week, and after Cesarean section the uterus and hydatid cysts were extirpated. 
In the fourth case, large tuberous tumours could be felt everywhere in the abdomen 
and pelvis. The author discusses the direct transfer of hydatids, and the various 
possible ways of their extension, and describes their origin and development in the 
human being. 

Their differential diagnosis from other tumours of similar form and consistence 
can only be made by exploratory puncture; their point of origin, particularly whether 
it is in the retroperitoneal or peritoneal connective-tissue, remains doubtful till the 
operation. From operation by v. Volkman’s method alone can success be expected, 
and even so, radical cure is doubtful. To prevent the escape of germs and a new 
insemination of the parasites on the peritoneum, one must, when there is the least 
danger in this respect, stitch the echinococcus sac to the abdominal wall and open 
and drain it at once, or at a future sitting. 

Primary hydatids of the genital organs, of the uterus, ovaries or tubes, are 
extremely rare, more often these organs are secondarily affected. Suitable prophylaxis 
is the only means of limiting the occurrence of hydatids in women, which experience 
proves to be more frequent than in men. 
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Restoration of the Circulation in Ovarian Cysts with Unaltered 
Torsion of the Pedicle. 

Brcourn (Rev. mens. Gynéc. Obstét. Péd., 1909, March, p. 127), at the Bordeaux 
Society, recently said that spontaneous untwisting was not a sufficient explanation 
for the frequency with which the acute symptoms of torsion of the pedicle of an 
ovarian cyst, disappeared spontaneously. Some other mechanism than such exceptional 
untwisting must be capable of re-establishing the circulation, and this he thought 
lay in the adaptation of the vessels to their altered situation; after the first onset 
when there is congestion, edema and perhaps even hemorrhage, the tissues become 
supple, the strangulation of the pedicle relaxes, and the arterial circulation which 
has seldom been altogether interrupted resumes its regularity, and the whole pelvic 
circulation gradually becomes normal. The pedicle remains twisted, but no longer 
strangulated; there is no cedema, nor impeded circulation. He supported this 
hypothesis of a spontaneous accommodation of the blood by the exhibition of two 
specimens of cysts of the ovary with twisted pedicles. 


Ovariotomy during Pregnancy. 

Wattuer (Gyndkologische Rundschau, 1909, Heft 8) records three cases of 
ovariotomy during pregnancy. He believes in operative interference as soon as the 
complication is diagnosed, for the mortality in early operation is only between 
2 and 3 per cent., whereas, in cases in which expectant treatment is adopted and the 
case allowed to go to full term, the mortality is 39 per cent. for the mothers 
and 67 per cent. for the children. Abdominal laparotomy is usually the operation of 
choice, but when the tumour lies in the pelvis, the vaginal route is sometimes better. 
Posterior rather than anterior colpotomy is recommended. E. Scorr CARMICHAEL. 


Ovary removed three times. 

Emit Ries (Amer, Journ, Obstet,, April 1909) reported, at the November meeting 
of the Chicago Gynecological Society, a case of importance in respect to the question 
of the complete extirpation of ovarian tissue by operation. His patient, aged 31, 
consulted him for hemorrhages and pain. Shortly after her marriage, seven years 
previously, she became pregnant, abortion was induced and pelvic abscess developed. 
Chronic pains troubled her, and three years after the abortion the appendix was 
removed and “part of the right ovary,” but Ries could not obtain the specimen. 
The patient, a neurotic subject, continued to suffer, and a year after the first 
operation both ovaries were removed, These specimens Ries preserved and exhibited, 
observing, “if you look at these ovaries you will find they really look as if they were 
complete.” No menopause occurred and the patient began to sufier from hemorrhages. 
Ries detected a small uterine fibroid. He operated and found that the tumour was 
adenomyoma. On the right cornu of the uterus there was a body which had the 
appearance of a corpus luteum. Ries made sections and found that it was a true 
corpus luteum perfectly normal in structure. 

Ries referred to another instructive case previously reported. A woman had her 
appendages removed for pyosalpinx, and afterwards became subject to hemorrhages, 
Rumpf, of Chicago, removed the uterus, which was infested with fibroid grewths. 
No trace of an ovary could be detected, but the posterior surface of the uterus was 
covered with adhesions. Ries made a number of sections threugh the uterine wall 
under the adhesions, and at length succeeded in finding a little cavity smaller than 
a pea. He took out a wedge of the tissue surrounding the cavity and found that 
it was true ovarian tissue spread out thinly over the posterior wall of the uterus 
_ and containing “an exceedingly beautiful follicle with a normal ovum.” 

[These cases are of interest as showing that complete removal of all ovarian tissue 
can never be guaranteed unless the uterus be removed as well as the ovaries. The 
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subject has been discussed in the reporter’s paper, “ Pregnancy after Removal of both 
Ovaries for Cystic Tumour” (7’rans, Obstet, Soc., vol. xliv, p, 231), and in “his 
Harveian Lectures on Fibroids of the Uterus” (Lancet, Feb, 7, 14 and 21, 1903), 
where he mentions the detection of a distinct piece of ovarian tissue or “accessory 
ovary ” in an ovarian ligament close to its attachment to a fibroid uterus, a condition 
similar to that which was detected by Ries in Rumpf’s case. It is not at all certain, 
we must add, that any part, or at least any appreciable portion of the right ovary 
was removed at the first operation in Ries’ own case.—Rep.] Asan Doran. 


The Treatment of Ectopic Gestation. 

Wernitz (Gyndkologische Rundschau, 1909, Heft 8), in discussing the question of 
immediate or delayed operation in ectopic gestation, points out that the age of the 
pregnancy is of importance, as if it is of more than 6 or 7 weeks duration, early 
operation is in most cases indicated, while, before that time, delay does not give 
worse results than operative interference. The primary hemorrhage is not in itself 
dangerous, but each succeeding hemorrhage is more dangerous than the preceding 
one. Morphia is valuable in these cases, as it prevents tubal contraction and 
relaxation and thus diminishes the amount of hemorrhage. Two cases are quoted 
illustrating the results of delay in operating. E. Scorr CARMICHAEL. 


Abdominal Ectopic Gestation; Placental Tumour Simulating 
Enlarged Uterus ; Operation at Eleventh Month; Recovery. 

Apert Martin, Rouen (Archives province. de Chirurgie, March, 1909) reports a 
case of ectopic gestation operated upon successfully after term; the physical 
symptoms and the pathological features were instructive. The patient’s age is not 
given. The last menstrual period ended on January 17, 1908. Reddish serous 
discharge was observed in February, and on March 2nd the patient suffered from 
a bad attack of abdominal pain most marked on the left side. There was vomiting, 
and the patient kept her bed for eight days, remaining free from pain for a week 
longer when another attack occurred and her doctor diagnosed extra-uterine pregnancy. 
She at last went into a hospital, but was discharged two days later, in the first 
week in May. She kept in bed all through that month and then felt free from 
discomfort. At the end of June she quickened. On October 6th she had a very 
severe attack of abdominal pain and the foetal movements ceased altogether. The 
abdomen then began to diminish in size. On October 22nd milk escaped from the 
nipples; on November 14th there was another attack of pain followed by continuous 
but not profuse metrorrhagia which ceased on November 30th. On December 7th 
the patient consulted Albert Martin himself, as she then doubted that she was 
pregnant. He defined two abdominal tumours, divided by a deep median groove. 
That on the right occupied the right iliac fossa and reached to four fingers’ breadth 
below the false ribs, that on the left nearly touched the ribs. The right tumour felt: 
like an enlarged uterus, the left was more irregular in shape and consistence. The 
pelvis was remarkably free from any part of the two tumours, and the fornices 
were empty, the left was tender on pressure. The cervix was softening in its centre 
and the os was closed; on bimanual palpation it was found that when the two 
abdominal tumours were moved the movement was not communicated to the cervix. 
A little blood came away on the exploring finger. Ectopic gestation seemed evident, 
and the child had apparently lived till term, dying during the attack of pain in 
the first week in October. Albert Martin wished that he could have interfered then 
and saved the foetus, but it proved to be not worth saving. 

On December 12th, 1908, Martin operated. A pale yellow fluid, evidently 
amniotic, came away when the parietal peritoneum was incised, and a thick short 
umbilical cord was discovered. The operator tore through the membranes, which 
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were very friable. They were adherent to the parietal ‘serosa and to the great 
omentum and intestine. A foetus was found occupying the left flank and iliac fossa; 
it was rapidly extracted. The membranes were not tough enough to allow of 
their being treated like a capsule, and they were removed after resection of a 
portion of the omentum with which they were intimately connected. The tumour on 
the right side was a reddish grey mass of the size and form of an ostrich’s egg; 
it lay free in the abdominal cavity excepting inferiorly where it was inserted on 
the right ovary and the upper border of the broad ligament. These structures were 
treated like a pedicle and divided, and the tumour then came away. The uterus 
was quite small and lay in its normal position; the left appendages were healthy. 
Two strips of gauze were passed into the lower angle of the abdominal wound. 
Recovery was uncomplicated. 

The foetus weighed 1,840 gr. (a little over 41b.). There were amniotic bands 
adherent to the vertex, in consequence of which the ossification of the cranial vault 
had been interfered with and there was facial asymmetry. Hence nothing was lost 
by the delay in operating as the foetus could not have lived. The right tumour 
weighed 1,660 grains (over 3lb. 100z.); it was formed by the placenta enlarged 
by an unusually large hematoma, the result of the free hemorrhage which probably 
occurred during the first week in October, in fact during the false labour. The 
umbilical cord was only 10cm. (39 inches) in length. Martin writes that the 
operation was easy not only on account of the diminished vascularity consequent on 
the death of the foetus but also because of the unusually favourable relation of the 
placenta to the parts to which it was attached. The attachment was extremely 
limited, and so allowed of easy and safe removal of the placental tumour. A broad 
attachment to parietes and viscera would have entailed great operative difficulties 
and much immediate and subsequent danger. The involution of the uterus was as 
marked as after a natural labour and puerperium, and the placental tumour simulating 
a large fibroid was a feature of special interest in this case. A. Martin could not 
decide whether this abdominal ectopic pregnancy were primary or secondary. 

Doran. 


Pregnancy in a Rudimentary Uterine Horn. 

J. Porocxr (Rev. mens. Gynéc. Obstét. Péd., 1909, March, p. 123) in a woman, 
eight months pregnant, sent to him with a diagnosis of death of the child, found a 
tumour at the left side of the uterus which suggested an ectopic gestation. The 
tumour, however, was mobile and the uterus of normal size. It was therefore 
considered that the pregnancy might be in a rudimentary horn, and, after two 
months’ observation, an operation was performed. There was a pregnancy in a large 
rudimentary horn attached to the uterus by a slender pedicle. The horn had no 
communication with the uterine cavity or with vagina. To explain the seat of 
the nidation one must suppose either that, after fecundization, an ovule from the 
right ovary found its way across the peritoneal cavity and through the left 
Fallopian tube into the rudimentary horn, or that a spermatozoon passing from the 
uterine cavity through the right tube reached an ovule of the left ovary through 
the left tube. 


The Advisability of Rapid Induction of Abortion in Cases of 
Uncontrollable Vomiting. 

Mere (Bull. Soc. d’Obst., Paris, March, 1909) gives notes of two cases of 
persistent vomiting during pregnancy. The first patient, aged 26 years, had suffered 
at intervals from dyspeptic symptoms for several years. During her three previous 
pregnancies she had vomiting lasting up to the end of normal labour at term. From 
the beginning of the fourth pregnancy attacks of vomiting occurred, but more 
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frequently and violently than during previous pregnancies. The patient could retain 
no food and she became rapidly weak and emaciated, with continuous salivation. 
When examined at the end of the second month her pulse-rate was about 120, but the 
temperature normal; the uterus, which was retroverted, righted itself later without 
any cessation of the vomiting. All treatment having been unsuccessful induction 
was deemed advisable, and was performed by introducing a laminaria tent into the 
cervix for some hours, continuing the dilatation by Hegar’s dilators and the fingers, 
and then emptying the uterus of its contents. No trouble was experienced at the 
operation, the patient had some chloroform vomiting for a few hours, but made a 
good recovery. 

In the second case, that of a primipara aged 25 years, the history recorded very 
scanty menstruation with symptoms of dyspepsia and anemia. Pregnancy had 
advanced to the end of the second month, and from its onset there had been 
vomiting with weakness. Abortion was induced owing to the failure of other 
remedies; the dilatation of the cervix was somewhat difficult, and the contents 
of the uterus had to be removed with the curette, but there was scarcely any 
hemorrhage. Owing, however, to the weak state of the patient, death occurred 
a few hours after the operation. In neither case was there any rise of temperature, 
although the pulse-rate was high in both, so that the temperature is no guide as to 
interference. The second patient’s power of resistance was much less than that 
of the first, although she was not so emaciated. The author concludes that induction 
carries with it less risks in a multipara than in a primipara,'and that for the patient 
the sooner the operation is performed the better. A. Loutse McIzroy. 


Osteomalacia Spontaneously Cured. 

Fark (Muenchener m. Wcehns., 1909, No. 14, S, 788) recently showed, at the 
Hamburg Medical Society, a woman of 37 years of age who since her first pregnancy, 
10 years previously, had suffered from osteomalacia so severely that, in her 
second pregnancy, she was bedridden and for 6 years was unable to work. The 
disease then underwent a spontaneous cure. The woman had become much smaller, 
shrunk into herself, and as demonstrated by a Roentgengram, her pelvis was of the 
typical shape of the heart on a playing card. There is not now any further structural 
change to be demonstrated by the X-rays. Reviewing the various theories about 
osteomalacia, Falk described various experiments that had been made upon animals 
with the object of modifying the excretion of phosphoric acid, by castration, all of 
which, however, had proved negative. 


The Intoxications of Pregnancy. 

O. O. Frettner, Vienna (Monats. f. Geb. u. Gyn., Bd. xxix, Heft 1), points out 
that as during pregnancy, the functional activity of all glands is increased, all the 
specific morbid affections of pregnancy may with great probability be considered to 
be merely exaggerations of the physiological phenomena of that condition. There is 
also ground for supposing that the intoxication of pregnancy is not connected with 
the foetal metabolism, but has its source in the placenta or even more centrally. 
He quotes Hall’s case and three others, in which puerperal intoxications proved 
to depend on the presence, and removal, of remnants of the placenta or decidua. 
He concludes that the pathological phenomena of pregnancy may from a single 
point of view be looked upon as intoxications due to the pregnant condition and 
depending upon two causes, either upon disturbance (hyperfunction) of the ovarian 
function or upon disturbance of the specific menstruation of pregnancy. 


The Placental A&tiology of Eclampsia. 
R. Freunp, Halle (Berliner kl. Wehns., 1909, No. 15), chiefiy on the ground of 
the different kinds of injected material, contests the proof value of Lichtenstein’s 
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researches on this question, and discusses the causes, other than embolism, which 
may have contributed to the sudden deaths of a number of the animals experimented 
upon. Referring to former and to more recent investigations, he exposes the facts 
which support the idea that the expressed juice of the placenta has a fermentative 
character, such as is apparently set in action by intravenous injections. He concludes 
that the human placenta is a valuable glandular organ extraordinarily rich in the 


ferment it contains, and probably in other active material also, of which, however, 
little is yet known. 


Decapsulation of the Kidney in Eclampsia. 
K. RetrrerscHerp, Bonn (Zeits. f. gyndk. Urologie, Bd. i, Heft 3), reports three 
cases of Edebohl’s operation, two of them for eclampsia. In the first of these two, 
though the woman had been delivered, the fits did not cease and she was passing 
little or no water; in the second, though the woman had been delivered and the fits 
had ceased, almost absolute anuria still persisted 45 hours after delivery; in the third 
case the indication was severe nephritis in labour with complete anuria. All the 
cases were fatal, but Reifferscheid lays stress on the fact that, in the first and 
third, there was a pronounced improvement in the diuresis after the operation. 
Repeated Crossbirth in a Uterus Arcuatus: Prophylaxis of Cross 
births. 

A. Buecueter, Frankfort (Zentralb. f. Gyn., 1909, No. 14, 8. 488) reports a case 
of repeated cross birth in a well-developed and healthy woman, in whom the uterus 
did not assume the curved shape until the second half of pregnancy. In the first 
labour the abdominal walls were so extremely rigid that even in profound narcosis 
any attempt at combined version was hopeless, and after internal version it was 
necessary to perforate the aftercoming head of the dead but well-developed child. 
In the next pregnancy Buecheler was able to remedy the cross birth by an abdominal 
binder and improved pad; he, therefore, reasonably insists that the first principle in 
the treatment for cross births must be prophylaxis. In good time, preferentially 
several weeks before term, the child must be turned by external manipulation, and 


the necessity of this proceeding must be brought to the knowledge of all doctors 
and midwives, 


Mechanical Dystocia of Placental Origin; the Placenta as an 
obstacle. 

A. FrournsHoiz (Schmid’s Jahrb., 1909, Heft v, S. 198) writes: It has several 
times been pointed out that the deep insertion of the placenta, unattended by 
hemorrhage, may prove a serious obstacle to delivery, constituting a sort of placenta 
previa without hemorrhage. No precise consideration seems to have been given to 
the matter, but Fruhinsholz insists that cases of the kind are not so very uncommon, 
and relates some which have come under his observation. The establishment of a 
diagnosis is sometimes not possible till the placenta is examined after delivery, 
but this form of dystocia must be presumed if in a normal pelvis and the absence of 
any obstacle in the maternal soft parts or the foetal head, the head does not advance, 
but remains above the brim of the pelvis, the uterine contractions are very feeble, 
and one is compelled to resort to forceps or version to terminate the labour. The 
membranes generally rupture prematurely, the liquor amnii escapes, and consequently 
the prognosis for the child as well as for the mother is a very doubtful one. 
Champetier’s bag should be employed if the dilatation of the os uteri is delayed. 


Spontaneous Laceration of the Umbilical Cord in Childbirth. 

F, Unversercer, Rostock (Zentralb. Gyn., 1909, No. 14), concurring with 
Ahlfeld, that instances of the rare accident of spontaneous laceration of the cord, 
when the parturient is lying down, are of extreme forensic importance, since 
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ignorance of such occurrences, or ignoring them, may lead to the condemnation of 
an innocent person, either a mother concealing her labour, or an attending midwife, 
publishes details of two cases in each of which the child was mature and alive; the 
cord was approximately of normal length, but in one case twice, and in the other 
once, round the neck of the child; the parturient was delivered lying down, yet 
spontaneous laceration of the cord occurred during the expulsive stage. 

The cause of the laceration must, in these cases, lie either in special circumstances, 
such as violent expulsive contractions, or in the cord being twined round the neck, or 
otherwise in some abnormality in the cord itself. We know that to allow the child to 
be normally born, the cord must be at least from 20 to 25 cm. long, and in the first of 
the two cases reported, the cord, though 47cm. long, was twisted twice round the 
neck of the child, and may well have been too short and have therefore been the 
cause of its own rupture. Moreover, it has been demonstrated that the normal cord 
will break under an average tension of 4,000 grammes, indeed under considerably less 
when applied in jerks. It is evident, therefore, that under the circumstances related 
the uterine expulsive force, aided by abdominal pressure, was quite capable of 
causing laceration of the cord, 

The alternative possible cause of such an accident must lie in some abnormality or 
pathological process in the cord itself. Pathological changes in the walls of the 
vessels such as may be caused by infectious diseases, especially by syphilis, can be 
excluded in the two reported cases, there was absolutely no ground for suspicion 
either anamnestically, clinically, or from the most careful histological examination of 
the ruptured cords. There were no varicosities nor any false knots with retrograde 
blood circulation in the cords. The torsion of the cords was extremely slight, so that 
the idea that sudden extension of a decidedly spiral cord might lead to a laceration 
in its concavity, does not apply. Moreover, in the second case the laceration affected 
the convex side of the cord. 

The condition of distension of the vessels may be an important factor, for every 
one (e.g. Bayer) who has tried the experiment, knows that tense filling of the vessels 
favours the rupture of the cord. 

Forssell, on the ground of two cases in the Stockholm Klinik, has suggested that 
spontaneous laceration of the cord may depend on a deficience in the elastic tissue of 
the walls of the umbilical vessels, as in one of those cases (the other was not 
examined) that tissue was practically absent in the walls of the arteries, and very 
poorly developed in that of the vein. Unterberger therefore examined the cords in 
the cases he reports, and, similarly, 10 normal cords for purpose of control, and 
found the elastic fibres in normal quantity in the walls of the vessels of the lacerated 
cords, indeed unusually strong in one case. In consideration of the absolutely nega- 
tive result of the examination of the cords, he is compelled to attribute their laceration 
entirely to the violent expulsive contractions of the uterus in conjunction with their 
beiug too short—and, forensically, the possibility of spontaneous laceration of the 


cord, though free from any pathological lesion, must be admitted in similar cases of 
childbirth. 


Expulsion at Term of an Entire Ovum with Partial Spontaneous 
Laceration of the Cord. 

Lequevx (Annales de gynécologie et d’obstétrique, 1909, March, p, 168) reports : 
A multipara at term expelled an ovum with an intact amnion. At the moment when 
it had emerged almost entirely from the vulva, the amnion was ruptured and an 
infant was extracted which weighed six pounds and a quarter and immediately cried 
out. 

The detachment of the chorion and placenta was complete at the seat of insertion 


of the cord, the amnion not having given way the cord was partially torn with the 
rupture of one artery. 
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The mechanism of this accident is easy to understand. When the infant was 
expelled, the amnion was detached from the chorion at every part of the ovular 
surface; at the seat of the insertion of the cord, however, where the amnion is 
replaced by an epithelial investment partially adherent to the umbilical cord, some 
resistance took place. One of two things had to happen: either the amnion had to 
be torn, which from the special anatomical conditions of the case did not occur, or 
the umbilical cord had to rupture or undergo laceration, as it did. 

In this particular case the dangers the child was exposed to were insignificant, for 
there was plenty of skilled aid at hand, but if such an accident had occurred in the 
absence of assistance, the child might have died from asphyxia in the ovum, or 
afterwards from hemorrhage. Lequeux insists on the forensic interest of the case 


as showing that the cord may rupture under the influence of the expulsive forces 
alone. 


Hydrocephalus dealt with before the onset of Labour. 

A, Botssarp (Rev, Mens. Gyn, Obstét, F édiat., 1909, No. 1, p. 28) was consulted 
at the seventh month of her pregnancy by a woman from whom, in a preceding 
confinement, a hydrocephalic child had been delivered by operation, and he found 
that she now had hydramnios, and that the head of the child was too voluminous to 
enter the brim of the pelvis. Specific treatment was prescribed but the head con- 
tinued to enlarge and the diagnosis of hydrocephalus was established. When the 
woman was near term, but before labour had begun, the child’s head was perforated 
and discharged about 42 ounces of fluid. Labour was then induced with a bag and 
terminated normally, and childbed was quite satisfactory. 


The Treatment of Placenta Previa. 

B. Kroénic, Freiburg (Zentralb. f. Gyn., 1909, No. 15), points out that even under 
the most favourable conditions placenta previa is a complication so serious as to 
claim many victims. The maternal mortality in kliniks, is still from 4 to 8, and in 
private practice, from 15 to 20 per cent. Version by Braxton Hicks’ method, it is 
true, prevents the hemorrhage during labour, but not the dangerous atonic bleeding 
after delivery. He gives the histories of 20 cases treated in the Freiburg Klinik 
under the most favourable conditions imaginable. Braxton Hicks’ version arrested 
the hemorrhage invariably, but metreurysis failed in two cases. Atonic subsequent 
hemorrhage occurred in nearly all cases: 4 women died from loss of blood, one 
from puerperal sepsis, a mortality of 25 per cent. 

Krénig considers that cases of placenta previa should not be left to the care 
of private practitioners but should be transferred to constant observation in a klinik, 
and he recommends Cesarean section for cases admitted quite at the beginning of 
the dilatation of the os, bleeding but with an aseptic genital canal. 

In a spirited reply to August Martin (Monats. f. Geb. u. Gyn., Vol. xxix, Heft 1) 
he points out that by Cesarean section in 8 cases, he saved 8 mothers and 8 children, 
and that Sellheim’s results were similar, while no woman was kept in the klinik 
beyond the 18th day. For private practice, he still, as formerly, recommends 
Braxton Hicks’ version or perhaps metreurysis. 

SetLHem (ibid.), in 11 (extra-peritoneal!) uterine sections for placenta previa 
has twice operated on patients who had been plugged, and five times on ones who 
had been examined outside, and found his confidence in the asepsis of the general 
practitioner justified (cf. ante, pp. 65-6; 275; 345). 

Placenta Previa: Rupture of Lower Uterine Segment: Hyster- 
ectomy: Death. 

Vorow and Govunet (Bull. Soc. d’Obst., Paris, March, 1909).—The patient, a 
tertipara aged 23 years, whose former labours were normal, when about 8} months 
pregnant, was suddenly seized with profuse uterine hemorrhage. On her admission 
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into hospital she was found to be extremely anemic. The membranes were ruptured 
and, the cervix admitting two fingers, version was easily performed, a foot being 
drawn down into the vagina. The placenta was found to be inserted on the posterior 
surface of the lower uterine segment slightly projecting over the edge of the 
internal os. Labour pains, which had not occurred before version, came on immedi- 
ately, and after two contractions, delivery of a living child took place, followed by 
expulsion of the placenta. The usual remedies for hemorrhage were made use of, 
but oozing from the uterus continued and, on internal examination, a laceration 
admitting three fingers was found in the lower uterine segment, extending backwards 
and upwards towards the right broad ligament. Hysterectomy was performed, but 
owing to the collapsed condition of the patient, death occurred soon afterwards. 
The uterus after removal showed a laceration measuring at least 10cm. in length. 
It extended from the posterior wall of the cervix, near the right border, up to the 
posterior wall of the body of the uterus. The peritoneum was found to be intact, 
and the placental site was seen on the posterior uterine wall. Examination of the 
edges of the laceration showed that they involved the cervix and thickened and 
tough body; but at the origin of the segment on the posterior lip of the rupture 
there was a thinned out portion scarcely 5 or 6mm. in thickness, this portion was 
continued on to the posterior surface of the segment; the antericr surface was much 
more unyielding. The authors mention that out of nine cases of rupture of the 
uterus seven proved fatal. Friability of the cervix and lower uterine segment seem 
to be the chief causes of rupture in cases in which the placenta has a low insertion. 
In the case here recorded the rupture may have been due to the rapidity of the 
delivery, no proper dilatation of the cervix having taken place, although version was 
performed without any difficulty. In presence of such a rupture, hysterectomy was 
evidently the only treatment possible. A. Louise McItroy. 


The Modern Views of Czsarean Section. 

J. Verr (Volkmann’s Sammi. ki. Vortr., 1909, No. 515) draws a sharp distinction 
between infection by “progredient” micro-organisms, such as the streptococcus, and 
that by saprophytic germs. In infection of the former kind the women, with or 
without Cesarean section, are in extreme danger if not irretrievably lost. These 
germs are either introduced from without at the operation, although our accustomed 
antiseptic system, when acting properly, prevents that, or they were previously 
present in the vagina or uterus, when there is very little hope of saving the woman. 
The matter is very different with sapremic germs: for their proliferation they 
require a dead medium in the absence of which they do not multiply. It is therefore 
important to prevent the entrance into the peritoneal cavity with such germs, of foul 
liquor amnii, blood and such like. Against such an accident, the method formerly 
practised in Cesarean section, of eventrating the uterus, is not a sufficient protection, 
one must, in addition, provisorily shut away the peritoneal cavity, and Veit describes 
two methods of effecting this of which he has had personal experience: first, 
clamping the serosa of the parietes and that of the uterus to each other by means 
of his special small clips; and, secondly, the temporary suture of the parietal serosa 
and then the incised uterine serosa, to the abdominal skin. Both these methods are 
satisfactory; the former, however, is only so, when labour is in rather an advanced 
stage. Both these methods are suitable for any case of Cesarean section and are so 
simple as to be as easily carried out by a general practitioner, as the ordinary 
classical Czesarean section, which indeed, for cases certainly aseptic, is not by any 
means to be relinquished. It is, however, in infected cases, provided that they are 
not in themselves hopeless, that these methods are specially useful. In regard to 
the indications to be accepted, Veit deprecates the modern tendency to excess: no 
obstetric operation should be performed unless it is, not merely possible, but 
absolutely necessary. He is therefore no advocate for Cesarean section in all cases 
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of placenta previa, for which we have other good and less mutilating means of treat- 
ment available; and so also in regard to eclampsia. Against this “furor operationis.” 
adopted by Kréinig, Sellheim and others, the public itself, supported by the general 
practitioners, will soon rebel. With prudent wisdom Veit would limit the indica- 
tions for Cesarean section to cases of contracted pelvis in which it would otherwise 
be necessary to perforate the living child, and for such he holds that, for primipare 
as well as for multipare, Cesarean section, the foregoing technique presupposed, is to 
be preferred to hebosteotomy. It would only be for operation in a private house, 
that he would divide the bony pelvis rather than perform Cesarean section. 


Cesarean Section on the Dead and Dying. 

Joser Boramer (I.D., Giessen, 1908, Muenchener m, Wchns., 1909, No. 13, 8. 677) 
points out that the chances of saving the life of the child by Cesarean section are 
much better if the operation is performed in the agony, than if after death, the 
proportion of living children obtained being 89 as compared with 68 per cent. 
Cesarean section on the dying is therefore the better operation of the two and 
should be more often performed than has been the custom hitherto. The objection 
that it is inhumane, is on fundamental grounds unjustifiable, since we are compelled 
to undertake various other operations in extremis. Moreover, in Dihrssen’s vaginal 
Cesarean section we have a means of delivering a not abnormally large child, when 
the woman’s pelvis is normal, which offers a much less formidable surgical procedure, 
It may far more justly be termed inhumane to allow a child, whose life might be 
saved by a comparatively simple interference, to perish in its mother’s womb. 
Cesarean section on the cadaver is indicated when the pregnancy has reached at 
least the twenty-eighth week, not more than 21 minutes at the most have elapsed 


since the death of the mother, and no quicker and simpler method of delivery is 
possible. 


Absolutely Extraperitoneal Cesarean Section. 

H. Frevunn, Strassburg (Zentralb. f. Gyn., 1909, No. 16), reports two cases in 
which the hysterotomy was absolutely extraperitoneal. He formulates as the 
most important principles in so operating: (1) Pfannenstiel’s transverse incision ; 
(2) leaving the bladder empty; (8) bimanual rotation of the uterus until that part 
of it lies in the wound from which the folds of peritoneum can be more conveniently - 
detached; (4) the disuse of all instruments for holding back the urinary bladder 
and edges of the wound; (5) median incision of the cervix; (6) bimanual pressure 
of the foetal skull into the incision; (7) drainage, in infected and suspected cases; 
(8) appropriate post-operative treatment. 


The Treatment of Infected and Complicated Cases of Labour by 
Abdominal Section. 

E. P. Davis (Surgery, Gynecology and Obstetrics, April, 1909) advocates delivery 
by abdominal section, followed by the true Porro hysterectomy, in cases of labour 
in which there is marked disproportion between the child and the mother’s pelvis 
and in which the mother has been infected and seriously injured during attempts at 
delivery. The primary object is to save the mother’s life; the child is usually dead 
or dying; indeed craniotomy may have been performed. He bases his opinion on an 
experience of ten such cases delivered by abdominal section. He briefly describes 
each case. Six were treated by the Porro operation and all of these recovered ; they 
included five of the most serious cases. In another successful case the uterus was 
sutured and left, but an abdominal sinus developed and subsequently the uterus and 
its appendages had to be removed. In the three unsuccessful cases the cervical stump 
was treated intra-peritoneally. After death peritonitis was found in all three, but 
in two, the uterine and abdominal wounds were aseptic and the fatal peritonitis 
appeared to have originated, in one, from stercoral ulceration of the intestine and 


30 


4 
: 
q 
q 


3 


q 


428 Journal of Obstetrics and Gynecology 


in the other, from pleurisy. Davis recognizes the disadvantages that follow his 
procedure, but he maintains that it is the quickest way of dealing with such cases 
and the surest means of preventing general infection. The alternative, vaginal 
delivery with subsequent treatment of the lacerations by suture, or gauze plugging 
and drainage, has not given good results in his hands. Mires H. PxHutuips. 


Hebosteotomy at Breslau. 

G. Brossox (I.D., Breslau, 1908; Zentralb. f. Gyn., 1909, No. xx, S. 709) reports 
seven cases of hebosteotomy performed in the Breslau Frauenklinik by Kiistner’s 
modification of the Doederlein-Bumm-Walcher method. After the bladder has been 
emptied, the needle is allowed to glide round the bone under the guidance of two 
fingers introduced into the vagina, but no finger is passed into the preparatory 
incision. The bladder was not wounded in any case under this method; on the 
other hand, in four cases vaginal injuries communicating with the hebosteotomy 
wound occurred, but all due to operations for terminating the labour. Hzematomata 
developed in all cases, from bleeding at the saw-cut, and, even when no open 
communication was established between the vagina and the saw-cut, were nevertheless 
infected so that the operation wounds healed by granulation. 

All the mothers were discharged well: all the children born alive, though one 
only lived a few hours. One woman had decided difficulty in walking; nearly all 
the patients had pain, generally at the saw-cut. In four cases the union of the 
bones was immoveable; in three there was more or less mobility with a palpable 
cleft between the bones. 

The small number of seven hebosteotomies compared with the immense material 
of contracted pelvis in Breslau, depends upon the strict indications adopted there 
for this operation. In primipare, the first or so-called test child is waited for, 
and it is only in contraction of the second degree that hebosteotomy, Cesarean section 
on relative indications, perforation of the living child, or the induction of premature 
labour, are considered. When the genital canal is infected, hebosteotomy is not to 
be performed : the extraperitoneal Cesarean section is more advisable. 

The induction of premature labour remains an alternative to hebosteotomy in 
some cases; prophylactic version is abandoned. The high forceps—when the head 
has engaged with its greatest circumference in the pelvis—is recommended in 
contracted pelves of the first degree, so also after hebosteotomy when the bony 
resistance has been removed (two cases). In all seven cases the child was delivered 
immediately after the hebosteotomy, by forceps, or version and extraction by the foot. 
Hebosteotomy is not considered an operation for private practice. 


A Case of Delivery through a Utero-abdominal Fistula as 
suggested by Sellheim. 

Tx. Dossert, St. Petersburg (Zentralb. f, Gyn., 1909, No. 11), reports a case 
that ended most favourably: A primipara, aged 19, with a generally contracted 
pelvis, had fever during labour, the child’s life was in danger and Dobbert was 
therefore induced to operate. The placenta had to be removed by hand. The child 
was in deep asphyxia, but was revived, and was suckled by the mother. The uterine 
fistula was closed by a plastic operation four weeks after the delivery. 


The Bacteriological Diagnosis of Puerperal Fever. 

W. Stewart, Berlin (Zentralb. 7. Gyn., 1909, No. 15), traverses the opinion recently 
published by Krénig and Pankow that only a firm medium, such as an agar plate, 
should be employed for the diagnosis of streptococcic endometritis. In two-thirds of 
all cases in apyretic parturients he has been able to cultivate on blood-agar plates 
thousands of colonies of streptococci from the lochia. Cultivation in bouillon shows 
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whether the infection is one of pure streptococci, or of a mixed nature. He holds 
that the diagnosis of puerperal fever demands all three methods of investigation, 
in bouillon, on blood-agar plates, and smears, and these should be supplemented by 
examination of the blcod. 


Intra-uterine and Vaginal Injections after Childbirth. 

Rotc-Raventés (Rev. de Ciencias Méd. de Barcelona, 1909, No. 1) insists that 
intra-uterine and vaginal injections after childbirth must be harmful, inasmuch as 
they introduce bacteria into the uterus from the vagina, or from without, they carry 
with them oxygen, which favours the life of the bacteria, and they diminish the 
germicidal power of the vaginal secretion. His own clinical experience in the 
Barcelona Maternity confirms the observations made elsewhere, that puerperal 
affections become less frequent and less severe when the use of injections is 
abandoned. Such injections should only be prescribed as an exceptional measure, 
never as a matter of routine. 


Septic Constriction of the Uterus. 

P. Zweiret, Leipzig (Therapeutische Monatshefte, 1909, March, S. 129), applies 
the term septic constriction of the uterus to a kind of uterine tetanus, an extremely 
severe cramp, persisting during labour, and enclosing the foetus or placenta so firmly, 
as to render their extraction very difficult and sometimes even impossible. It is a 
complication more frequent than is generally admitted, and one not always recognized, 
especially when the pelvis is contracted. 

It is now known to be chiefly due to the improper use of ergot of rye or to 
unfortunate attempts to turn the child, but formerly more importance was attributed 
to the premature discharge of the liquor amnii and to the onset of inflammation of 
the uterus. Zweifel does not deny the importance of the two factors first named, 
ergot of rye and injury of the uterus, but in all cases that have come under his 
personal observation he has noticed, that while neither of them could be incriminated, 
there was maceration of the contents of the uterus, and that the liquor amnii had 
been discharged 20 or 24 hours, or even several days before delivery. Slow and 
insidious dribbling away of the waters setting in a long time before the normal 
evacuation of the uterus permits an ascending infection of the genital canal; indeed 


the liquor amnii, by its alkalinity, neutralizes the normal acidity of the vaginal . 


secretions which then become favourable to the growth of germs. In the tetanized 
uterus the b. coli, the streptococcus, the staphylococcus, anerobic, pyogenic, and other 
micro-organisms, have been found. 

Though in the literature premature rupture of the membranes and uterine 
infection are freely mentioned in connection with uterine tetany, less importance is 
given to them than by Zweifel, and ergot of rye and unfortunate version are more 
frequently incriminated as causes. Zweifel, on the contrary, concurs with the older 
writers in attributing the chief réle in the causation of uterine cramp to septic 
pyogenous infection. In a case related by him, the waters broke on February 18, and 
72 hours afterwards, on February 21, after prolapse of the arm, attempts were made 
to turn the child; after 6 or 8 hours, the operation being extremely difficult owing 
to the tetanic cramp of the uterus, the child was extracted in a macerated condition. 
Evidently that maceration could not have been produced in 6 or 8 hours, and 
the ovum must have been infected before the first attempt at version. Interference 
should not have been postponed for three days. 

To avoid such serious complications in cases in which the waters dribble away 
insidiously Zweifel, while insisting on the acceleration of delivery, recommends the 
administration of vaginal injections of a solution of lactic acid in artificial serum, 
5 parts to 1,000, a solution which, chemically, corresponds to the indifferent or 
bactericidal secretions in the vagina of pregnant women. 
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REVIEWS OF RECENT BOOKS. 


Tue Position or AppoMINAL Hysterectomy 1N Lonpon. By J. Bland-Sutton, 
F.R.C.S. London: James Nisbet & Co. 1909. 


Tus interesting brochure consists of six articles, from the first of which it takes its 
title. They reflect the wide experience of their author, and from them can be 
gathered the care with which the pathological side of his cases has been worked up. 

In the first essay he contrasts the position of abdominal hysterectomy in 1896 
with 1906, and the statistics are startling in their improvement, the mortality having 
decreased from 22 per cent. to 3 per cent. Mr. Bland-Sutton’s personal experience is 
to be envied, as his series of 101 abdominal hysterectomies without a fatality is 
unlikely to be rivalled by many gynaecologists. We are glad to see the stress the 
author lays on the advantages of using gloves, perhaps the greatest stride in operative 
technique since asepsis was practised. 

We are also in complete agreement with Mr. Bland-Sutton as to the advantages 
of subtotal hysterectomy as opposed to the total operation, though it scarcely repre- 
sents London gynecology and only in cases of suspected cancer would pan- 
hysterectomy be a preferable operation as the stump left in the subtotal operation is 
of great value in retaining the vaginal walls in their normal position. Of equal 
importance is the practice of always leaving one ovary behind, and perhaps the 
author might have laid more stress on this point as its value in the immediate and 
ultimate recovery of the patient is so great. 

The portion of this article devoted to the question of Fibroids and Pregnancy is 
valuable for its clear exposition of the condition of “red degeneration” and its 
dangers, a factor the conservative obstetricians make too light of in their policy 
of non-interference. 

The pages on Hysterectomy, where there is Uterus Bicornis, is of interest, but 
only of strictly specialized value. 

The third chapter deals with injuries to the ureters in Hysterectomy and the best 
methods of treatment when this unfortunate accident occurs. Mr. Bland-Sutton 
might have emphasized the fact that it is most frequently in total hysterectomy that 
such accidents occur, and it is probable that with our present operative skill necrosis 
of the ureters is a more frequent accident than actual injury at the time of the 
operation. We have no liking for the method of implanting a cut ureter into the 
cecum or sigmoid flexure, and are glad to notice that Mr. Sutton advises grafting 
into the bladder where end to end suture cannot be employed. 

The essay on Injuries of the Uterus is of great interest, especially the too-short 
space given to Rupture during Labour. The mortality in any method of treatment 
is great, but in our opinion there can be only one safe line of action and that is 
celiotomy with either suture of the tear or preferably hysterectomy. We do not 
agree with Mr. Bland-Sutton that total hysterectomy is preferable on the plea that 
the lacerated cervix is a danger point for the occurrence of sepsis. Speed is of the 
greatest importance in these operations owing to the poor condition of the patient, 
and even should any septic focus arrive it is extraperitoneal in situation and 
unlikely to cause anything but a temporary trouble. 

The article on Thrombosis and Embolism subsequent to gynecological operations 
is of interest as showing Mr. Bland-Sutton’s view that they are all septic in origin, 
and he adduces many facts in support of his contention. We are hardly prepared to 
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go so far as Mr. Bland-Sutton in his theory, though it is undoubted that a great 
proportion of those cases owe their origin to septic organisms. 

A clear and careful description, both clinical and pathological, of Adeno-myoma 
of the Uterus, forms tho subject of the closing chapter. 

The brochure is of only 90 pages, contains 13 excellent illustrations, is of a handy 
size, and containing as it does the outcome of such a wide experience, is of great 
value to all medical men. 


Intropuction A L’Erupe CLINIQUE, ET A LA PRATIQUE DES ACCOUCHEMENTs. Par le 
Professeur L. H. Faraboeuf et le Docteur Henri Varnier. Nouvelle édition 
revue et augmentée. Paris: Georges Steinheil. 1908. Price 15 francs. 


This work, well-known to teachers of midwifery of all countries, was first published 
in 1891, and a new and enlarged edition will receive a cordial welcome. Owing to 
the death of Henri Varnier, the revision has been undertaken by Professor Faraboeuf, 
and this distinguished anatomist has had the advantage of consultation with friends 
and pupils of his late collaborator in framing such additions and alterations as have 
been made. We may remind those of our readers who are not familiar with it, that 
this work is an elaborate anatomical study of the mechanism of labour, and of such 
well-known obstetrical procedures as delivery by version or forceps, and is the 
outcome of numerous experiments carefully carried out in the dissecting-room. 
Obviously such a method of observation has its limits of utility, but being directed 
by the anatomical knowledge of Faraboeuf, and suggested by the clinical experience 
of Varnier, it must be admitted that the information obtained from it is of great 
value. Probably no recent work has left its mark more deeply upon current 
obstetrical teaching, and there are very few modern text-books which do not owe a 
debt—acknowledged or unacknowledged—to Faraboeuf and Varnier. The illustrations, 
which are very numerous and drawn by the senior author himself, are admirable of 
their kind, and have been freely made use of by other writers. 

Certain portions of the book, not strictly anatomical in character, need further 
revision to bring them into accord with modern ideas. Thus the original full descrip- 
tion of the “toucher vaginal” is retained, in which the student is advised to make 
the examination under cover of a sheet, to use alternately the right and left hands 
in order to explore fully the whole circumference of the presenting part, and to 
prolong the examination, if need be, for 10—15 minutes. Much of the information 
which was formerly sought by vaginal examination, is now obtained by abdominal 
palpation, and the relative importance of the two methods has become reversed. 
Very valuable, however, is the advice to use the finger systematically in making an 
examination, first crossing the presenting part in the median line, from before 
backwards, and then exploring successively its right and left halves; many of the 
student’s difficulties in vaginal examination arise from ignorance of how to use the 
examining finger. The numerous and clearly-drawn figures which illustrate these 
points make it perfectly easy to follow the description of the writers. 

The various presentations, and their positions, are all systematically described and 
illustrated on the same plan, the description being brief and clear, the illustrations 
numerous and admirably suited to their purpose. French obstetricians describe eight 
positions of the vertex and the face, but as the four English positions are included 
among them no confusion need result from this difference. The mechanism of the 
extraction of a breech presentation is fully discussed and illustrated, the authors 
laying great stress upon the importance of selecting the proper leg, firstly in order 
that traction may be applied in the pelvic axis, secondly in order that the movement 
of internal rotation of the trunk and head may not be unnecessarily complicated. 
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The illustrations representing the methods recommended for bringing down a foot 
in extension of the legs, for making traction on the breech, and for delivery of displaced 
arms, are admirable. The methods recommended are those which the authors selected 
as the result of experiment with injected subjects in the dissecting room, and are not 
in all cases those which practical experience has shown to be the best. 

The method of version in transverse presentation is described with very numerous 
illustrations, and a full explanation given of the effect which is exerted upon the 
movement of rotation of the trunk when the upper or the lower foot respectively is 
brought down. Version under other conditions is very briefly dismissed. 

Nearly 200 pages are devoted to the subject of forceps, i.e., almost one half of 
the book. The construction of the instrument is only briefly considered, but the grip 
of the head, the plane of application, and the mechanism of the process of extraction 
are all dealt with and illustrated in great detail. 

Although written for the use of students, this work is probably only known in 
this country to obstetric teachers; it is too elaborate to be used by the average or 
even by the honours student, but as a guide to teachers of practical midwifery it will 
probably retain a high place in general estimation. 
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Cragin. Essentials of Gynecology. 6th Ed. 1906. 4s. net. 


H. K. Lzwis, Lonpon: 

Granville Bantock. On the Treatment of Rupture of the Female 
Perineum Immediate and Remote. 2nd Ed. 1888. 3s. 6d. 

Dihrssen. A Manual of Gynecological Practice for Students and 
Practitioners. 2nd Ed. 1900. 3s. net. 

Lewers. Cancer of the Uterus. 1902. 10s. 6d. net. 

Lewers. A Practical Text-book of Diseases of Women. 6th Ed. 1903. 
10s. 6d. 

Taylor. Extra-uterine Pregnancy. 1889. 7s. 6d. 


List or Some PusiicaTions on OBSTETRICS, GyNazcoLOGY, NuRSING, 
Erc.—Continued. 


E. & S. Livinastons, EprnsurGcH: 
Halliday Croom. Minor Gynecological Operations and Appliances. 
2nd Ed. 6s. 
The Students’ Handbook of Gynecology. 5s. 


Joun Bauz, Sons & Danretsson, Lonpon: 
Orthmann. A Handbook of Gynecological Pathology. 1904. 5s. net. 
Inglis Parsons. The Operative Treatment of Prolapse and Retroversion 
of the Uterus. 1906. 3s. 6d. net. 


Sipngy Appizeton, Lonpon: 
Kelly's Gynecology. 2 vols. 2nd Ed. 1906. £3. 3s. net. 
Pryor’s Gynecology. Ist Ed. 1903. 15s. net. 
Cullen. Cancer of the Uterus. Ist Ed. 1900. 31s. 6d. net. 
Youne J. EpinsurcH anp Lonpon: 
Keith. Gynecological Operations, exclusive of those interfering with 
the Peritoneal Cavity. 1st Ed. 1900. 5s. net. 
Keating and Coe. Clinical Gynecology, Medical and Surgical. Ist Ed. 
1895. 2 vols. 25s. net. 
Mann and Hirst. System of Gynecology and Obstetrics. Ist Ed. 8 vols. 
12s. 6d. each net. 
Massrs. ResmMan Lrp., Lonpon: 
Montgomery. Practical Gynecology. 2nd Ed. 1904. 25s. 
Bland-Sutton and Giles. The Diseases of Women. 5th Ed. 1906. 11s. 
Bishop. Uterine Fibromyomata. 1901. 15s. 
Morse. Post-operative Treatment. 1906. 17s. 6d. 
CassgLL & Co. Lrp., Lonpon, Paris, New York AND MELBOURNE: 
Herman. Diseases of Women: A Clinical Guide to their Diagnosis and 
Treatment. 1905. 25s. 
Bland-Sutton. Surgical Diseases of the Ovaries and Fallopian Tubes, 
including Tubal Pregnancy. 10s. 6d. 
Bland-Sutton. Tumours, Innocent and Malignant: Their Clinical 
Characters and Appropriate Treatment. 21s. net. 
Macmituan & Co., Lonpon: 
Allbutt, Playfair and Eden. System of Gynecology. 2nd Ed. 1906. 
25s. net. 
W. B. Saunpzers Company, LONDON AND PHILADELPHIA: 
Hirst. A Text-book of Diseases of Women. 1905. 21s. net. 
Ashton. A Text-book on the Practice of Gynecology. 3rd Ed. 1906. 
27s. 6d. net. 
Kelly and Noble. Gynecology and Abdominal Surgery. Vol. i. 1907. 
Schiffer. Operative Gynecology. 1904. 13s. net. 
Schiffer. Gynecology. 1901. 15s. net. 
Penrose. A Text-book of Diseases of Women. 1905. 16s. net. 
Webster. A Text-book of Diseases of Women. 1907. 30s. net. 
Garrigues. A Text-book of Diseases of Women. 3rd Ed. 1900. 18s. net. 
Baldy. A Text-book of Gynecology. 2nd Ed. 1899. 25s. net. 
Bauiére, TINDALL & Cox, Lonpon: 
Giles (Arthur E.). Gyncological Diagnosis. 7s. 6d. net. 
Macnaughton-Jones (H.). Practical Manual of Diseases of Women and 
Uterine Therapeutics. 9th Ed. 
Oxrorp MEpicaL PuBLICATION Co.: 
McCann, (Frederick J.) Cancer of the Womb, its Symptoms, 
Diagnosis, Prognosis and Treatment. Ist Edition. 1907. 21s. 
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List or Some Pusiications on GyN«mcoLocy, Nursine, 
Ero.—Continued. 
BOOKS FOR MIDWIVES AND NURSES. 

ApLarp & Son, Lonpon: 

Barnes (Fancourt). A Manual of Midwifery for Midwives. 9th Ed. 
1902. 6s. 

ARNOLD (Epwarp), Lonpon: 

Andrews (H. Russell). Midwifery for Nurses. 1906. 4s. 6d. net. 

J. & A. CuurcHILL, Lonpon: 

Cullingworth. A Short Manual for Monthly Nurses. 7th Ed. 1908. 
1s. 6d. net. 

Fothergill. A Course of Lectures to Midwives and Maternity Nurses. 
1907. 4s. 6d. net. 

Jellett. A Short Practice of Midwifery for Nurses. 3rd Ed. 1908. 
6s. 6d. net. 

Hadley. Nursing, General, Medical, and Surgical. 2nd Ed. 1907. 
3s. 6d. net. 

Longridge. A Manual for Midwives. 1908. 3s. 6d. net. 

Lonemans, GREEN & Co., Lonpon: 

Ashby. Health in the Nursery. 4th Ed. 1905. 3s. 

Smith. The Handbook for Midwives. 2nd Ed. 1884. 5s. 

Wa. Gruen & Sons, Lonpon: 

Fothergill. Lectures for Midwives and Maternity Nurses. 1907. 
4s. 6d. net. 

Henry Kimpton, Lonpon: 

Jardine. Practical Text-book of Midwifery for Nurses. 3rd Ed. 1906. 
5s. net. 

CassgLL & Co. Ltp., Lonpon, Paris, New YorK aND MELBOURNE: 
Berkeley. A Handbook for Midwives and Maternity Nurses. 1906. 5s. 
Madden. The Practical Nursing of Infants and Children. 3s. 6d. 
Herman. First Lines in Midwifery: A Guide to Attendance on Natural 

Labour for Medical Students and Midwives. 1906. 5s. 

Ouiver & Boyp, EDINBURGH : 

Netta Stewart (with Preface by Sir Halliday Croom). Gynzcological 
Nursing. 2s. 6d. 
Bell. Notes on Surgery for Nurses. 6th Ed. 2s. 6d. 

Tar Scorsntiric Press Lrp., Lonpon: 

Burrows. Surgical Instruments and Appliances used in Operations. 
2nd Ed. 1906. 1s. 6d. net. 

Miles. Surgical Ward-work and Nursing. 2nd Ed. 3s. 6d. net. 
Watson. A Complete Handbook of Midwifery. 1904. 6s. net. 
Haultain. A Practical Handbook of Midwifery. 6s. net. 
Loane. Simple Introductory Lessons on Midwifery. 1906. 1s. net. 
Ross. Nursing Notes on Midwifery and Gynecology. 2s. net. 
Morten. The Midwives’ Pocket Book. 1s. 
Hoare. Lectures on Midwifery. 1905. 4s. 6d. net. 
Hawkins-Ambler. Gynecological Nursing. 2nd Ed. Is. 

W. B. Saunpgrs Company, LONDON AND PHILADELPHIA: 
Friedenwald. Dietetics for Nurses. 1905. 6s. 6d. net. 
De Lee. Obstetrics for Nurses. 1904. 12s. net. 
Davis. Obstetric and Gynecologic Nursing. 1904. 8s. net. 

Youne J. EprnsureH Lonpon: 

Haultain and Haig Ferguson. Handbook of Obstetric Nursing. 5th Ed. 
1906. 5s. 

To be obtained from 
Suerratr & Hueues, 60 Cuanpos StreEt, Lonpon, W.C. 
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Southalls’ 
Accouchement 


IN CASES AT 2 GUINEAS, 1 GUINEA, Ss 
AND HALF-GUINEA. ets. 


Containing the necessary requisites selected from 
SOUTHALLS’ “SANITARY SPECIALITIES” 
for use in Confinement. 

In designing these Sets the experience of many Eminent Obstetricians and 
Trained Nurses has been obtained, with the result that the Sets will be 
found invaluable as regards Comfort, Cleanliness, and diminution of the risks 
of septic infection, both to the Nurse, Patient, and Child. 


Circulars giving full particulars free on Application. 


Southalls’ 
Accouchement 
Recommended by the Medical and Nursing Professions for 


Comfort and Cleanliness. 
22 by 18, 28 by 25, 33 by 33 inches—1/-, 2/-, and 2/6 each. 


Southall Bros. & Barclay, Limited, Birmingham. 


Manufacturers of Southalls’ Sanitary Towels for Ladies. 
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Dionin. 
A freely soluble Morphia Derivative yieldmg a 
neutral aqueous solution, devoid of the secondary 


properties of Morphia. An excellent Analgesic and 
Sedative in painful diseases of women. 


Fibrolysin. 


A Thiosinamine compound, easily soluble in water. 
Effective for softening and removing Scar Tissue; 
promotes absorption of the exudates of the feminine 
sexual organs. Used in Chronic Parametritis, Fibro- 
myomata, &e. 


Perhydrol 


Merck’s Peroxide of Hydrogen, chemically pure, 
absolutely free from acid, containing 30 7% by weight of 
H,O,=100 volumes of oxygen. An excellent Disinfec- 
tant and Antiseptic, possessing deodorising and hemo- 
static properties which render it eminently adapted for 
gynecological and obstetric purposes. 


Stypticin. 


By long experience and extensive use shown to be a 
promptly acting hemostatic in uterine bleeding not due 
to anatomical changes after miscarriage and parturition, 
especially in functional bleeding. 


Tropacocain. 


This anesthetic is to be preferred in consequence of 
its relatively non-poisonous character. It is especially 
recommended for the production of Spinal Anesthesia 
in Surgical and Gynecological practice. 


Samples and Literature will be sent, post free, on application to 


Chemical Works, Darmstadt. 
London Office: 16, Jewry Street, E.C. 
Telephone ; 13736 Central. Telegrams: ‘‘Bissula, London.” 
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BACTERIAL VACCINES 


prepared in the Vaccine Laboratory of the Department for 
Therapeutical Inoculation, St. Mary’s Hospital, London, W., under 
the supervision of the Director, Sir A. E. WRIGHT, M.D., F.R.S., etc. 


STAPHYLOCOCCUS VACCINE. 


Prepared from cultures of various strains of 
staphylococcus. 


Applicable to the treatment of ordinary furun- 
culosis, suppurating acne, staphylococcic 
sycosis and all other forms of staphylococcus 
Infection. 
Supplied in three dilutions, respectively 
containing 100, 500 and 1000 millions of 
staphylococci per c.c. 


ACNE VACCINES (2 varieties). 
Acne Bacillus Vaccine, applicable where the 
acne bacillus is predominant and the staphy- 
lococcus, if present, is quite a subordinate factor, 
as in non-pustular cases in which comedones 
form the principal feature. 
Supplied in two dilutions, respectively con- 
taining 10 and 20 millions of bacilli per c.c. 
Mixed Vaccine for Acne, applicable where 
the staphylococcus and the acne bacillus are 
both present as pathogenetic agents, as in cases 
in which the lesions assume a sub-furuncular form, 
Supplied in a dilution containing 500 millions 
of staphylococci and 20 millions of acne 
bacilli per c.c. 

GONOCOCCUS VACCINE. 
Prepared from cultures of gonococcus. Applic- 
able to the treatment of gonococeal urethritis and 

chronic gonococcal rheumatism. 
Supplied in two dilutions, respectively con- 
taining 5 and 50 millions of gonococci per c.c. 


STREPTOCOCCUS VACCINE. 

Prepared from cultures of streptococcus isolated 

from cases of erysipelas. 

Applicable to the treatment of streptococcal 

lymphangitis, erysipelas, and other strictly 

localised forms of streptococcus infection. 
Supplied in two dilutions, respectively con- 
taining 5 and 20 millions of streptococci 


per c.c. 


NEOFORMANS VACCINE. 
Prepared from cultures of micrococcus neofor- 
mans (Doyen), which is present in most, if not 
all, malignant tumours, and, though not to be 
regarded as the causal agent, is probably re- 
sponsible for inflammatory changes and the pain 
associated therewith, as well as for much of the 
cachexia. 

NEOFORMANS VACCINE is not suggested as a 
substitute for surgical procedures or as a re- 
medial agent, but as an auxiliary in the treat- 
ment of cancer which is found to suppress local in- 
flammation and apparently to diminish the 
cachexia. 

Supplied in a concentration containing 30 

millions of cocci per c.c. 

TUBERCLE VACCINE 

(Tuberculin—Bacillary Emulsion). 
Applicable in particular to the treatment of 
chronic, strictly localised, and apyrexic tuber- 


cular affections. 
Supplied in two dilutions, respectively con- 


taining in each c.c. 1-2000 and 1-5000 milli- 
gramme of the comminuted tubercle culture. 


The above-mentioned vaccines are supplied in 
hermetically-sealed glass bulbs containing rather 
more than 1 c.c., also in bottles of 25 c.c. 


TYPHOID VACCINE (for preventive inoculation). 
Prepared from cultures of the typhoid bacillus. In two dilutions, containing, respectively, 
1000 and 2000 millions of bacilli per c.c. 
Supplied in sets containing one bulb of each dilution, providing complete treatment for one individual. 


& pamphlet on ‘‘Vaccine Therapy” with general instructions for the use of these 
vaccines will be forwarded on request. Reference is also suggested to the articles 
published in The Lancet of Sept. 26, 1908, p. 925, and April 10, 1909, p. 1035. 


Sole agents for the sale of the above-mentioned Bacterial Vaccines : 


PARKE, DAVIS Co, 


50-54, BEAK STREET, REGENT STREET, LONDON, W. 


Telegraphic and Cable Address : ‘“‘Cascara, London.” Telephones: 8636 Gerrard; 9201 Central. 
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Now Ready. Revised Edition Price 5s. net. 


SURGICAL ANATOMY 


BY 


G. A. WRIGHT, B.A., M.B. (Oxon.), F.R.CS. 


Praessor of Systematic Surgery tn the Owens College ; 
Surgeon to the Manchester Roval Infirmary, &c.; 


AND 


C. H. PRESTON, M.D. BS. (Lond), F.R.CS., 
L.D.S. (Eng.), 


Lecturer on Dental Anatomy in the Owens College ; 
Assistant Dental Surgeon to the Victoria Dental Hospital 
of Manchester. 


Sherratt & Hughes, London and Manchester 


The Teat 
Vaginal 
Drainage Tube 


Introduced by Sir William Sinclair, 


Can now be obtained from 


JAMES WOOLLEY, SONS & CO. Ltp 


Victoria Bridge, Manchester. 


The Prices are as follow: 


1s. 3d. 1s. 6d. is. 8d. and 2s. each. 
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JEWSBURY BROWNS 


Manchester 


MINERAL WATERS 


BY APPOINTMENT 


' To H.M. the King. To H.M. the King of Spain. 


Soda Water. Potash Water. | 
Lithia Water. Lithia and Potash Water. 


Standardised to contain Definite and Uniform 
Quantities of Ingredients. 


JEWSBURY BROWNS 
Dry Ginger Ale. 


The Beverage for all occasions 


In Large and Small Champagne Bottles. 
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fe equal to Perchiseile of Mexcary asa 
JOCYLLIN SYROP<Por use when indlealadin site Diarch 
A food of great nutritive valve 


chloride and three grams of Hypephosphi ve 
with Hyoscyamus, "Pol u, Glycerin, and Aromatics. 


Glycerin, Heroin Ce. has been usefull employed: in t 
treatment of Coughs, Phthisis, Bronchitis, Lar 
Pneumonia, Asthing, etc. 


5 “per cent. of Oxide: ‘and per ce 
Carbolie: Acid, with other ett 


nature. 


conditions of 


he Practitioner dave fount this Ointment, ‘very. 
some forms ef eczema: an 


in alkaline antiseitic deodorising dition, 
Menthol, Eucalyptol, Sodium Bengoate, Borax, 

This preparawion is indicated in affections: of the. — 
membrane and in g¢atarrhal conditions of the! nose and throat. 
hag Bee Most successfully used.1s a 


DIRECTIONS FOR USE. 


As a nasal — with to 5 of warm water: 
As & mouth ‘wash, 


DECALCIFIED 


Deseriptive circular, with Petructions for dse, fobs applicat 


Supptied in. 4 oz. & oz. stoppered bottles, & (8 each: 


James Woolley, Sons & 


Manufacturing Pbarmacenticat Chemists; 
We AND EXPORT DRUGGISTS 
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